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ABSTRACT
Haritopoulos, Kallie. The Role of Speech-Language Pathologists in Trauma-Informed Practices:
Feelings, Attitudes, and Reported Behaviors of Colorado School Speech-Language
Pathologists. Unpublished Master of Arts thesis, University of Northern Colorado, 2022.
Research indicates that a majority of children in the United States will be exposed to at
least one traumatic event before they turn 18, and some children experience multiple forms.
Trauma can cause various adverse effects in physical, cognitive, linguistic, behavioral, social,
and emotional functioning, which can affect educational performance and success. Despite the
increased chance that children who have experience trauma will receive speech and language
services, research surrounding trauma-informed practices predominantly focus on the role of
general education teachers and mental health professionals.
This qualitative study aimed to understand the feelings, attitudes, and reported behaviors
of five Colorado school speech-language pathologists regarding trauma-informed practices. Data
were gathered through semi-structured participant interviews and demographic surveys, before
they were analyzed and reduced into five major themes. The themes included: (a) internal
motivation to utilize trauma-informed practices; (b) foundational triad of safety, trust, and
connection; (c) flexibility; (d) policy as the ultimate barrier; and (e) collaboration and
communication.
The discussion section outlines the study’s limitations, areas of future research, and the
implications for speech-language pathologists, the American Speech-Language-Hearing
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Association, school districts, and policymakers. Findings from the study support that speechlanguage pathologists play a vital role in supporting students who have experienced trauma;
therefore, they should be educated in trauma, its effects, and how to navigate student
dysregulation that occurs because of trauma. While the results of this study align with the
literature base, more research is needed to fully understand the role of speech-language
pathologists in trauma-informed practices and what best practices look like in the school setting.
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CHAPTER I
INTRODUCTION
Introduction
By the age of 16, two-thirds of children in the United States have experienced potentially
traumatic events including, but not limited to, abuse, violence, war experiences, and serious
accidents or life-threatening illnesses (National Child Traumatic Stress Network, Schools
Committee [NCTSNSC], 2017). Trauma does not discriminate based on race, gender,
socioeconomic status, or age. Certain risk factors, such as homelessness, having a disability, or
being black, indigenous, and/or a person of color, leave individuals predisposed to potentially
traumatic events (Brennen et al., 2019). When events are traumatic, they can affect physical,
cognitive, behavioral, social, and emotional functioning, which can also affect their academic
performance and outcomes.
In the early stages of development, the brain is “plastic” and sensitive to environmental
input (e.g., language, play experiences). Early childhood is also the time in which trauma, such
as maltreatment and neglect, occur the most (Tierney & Nelson, 2009). When healthy early
childhood experiences are intercepted and replaced with traumatic ones, cognitive, linguistic, and
emotional consequences result. In terms of cognition, lack of healthy experiences can result in
altered patterns of brain activity, lower IQ, and stunted cognitive development (Marshall et al.,
2004). Physiologically, the body’s autonomic nervous system can be permanently altered, to the
point that the body’s baseline state is hyper- or hypo-arousal, which puts children and
adolescents at risk for adverse educational outcomes (Brennen et al., 2019).
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Similarly, language is primarily developed through healthy early childhood experiences.
Language development is reliant upon responsive and sensitive caregivers, which may be lacking
when children are neglected or maltreated (Sylvestre, 2021). Not only can language development
suffer from a lack of sufficient input, but the child’s regulatory state can also be impacted by the
emotions that stem from unpredictable interactions with their caregiver(s). Often with the altered
body states and linguistic abilities of children who have experienced trauma comes difficulties
with self-regulation and behavioral control. Trauma can impact children’s ability to self-soothe
or calm when they become dysregulated, which can result in self-destructive behavior and
aggression towards others (Cook et al., 2005). Similarly, children who have experienced trauma
can have difficulty describing their feelings and communication their wants and needs (Cook et
al., 2005).
Children who have experienced maltreatment are seven times more likely to be referred
to a speech-language pathologist (SLP) and receive special education services at a higher rate
than the general population of students (Henry et al., 2007; Jonson-Reid et al., 2004). Inversely,
children who have documented disabilities are more likely to experience traumatic events, such
as maltreatment, which can result in additional academic deficits (Henry et al., 2007; JonsonReid et al., 2004). With the creation of the Common Core State Standards in 2010, all children
attending public schools are expected to meet college- and career-ready standards from preschool
through 12th grade. Considering the multiple impacts of trauma on education-related skills
described above, it can be inferred that trauma will impact academic performance and everyday
functioning related to success in school.
For some children, school is the only environment in which they feel some sense of
safety and security. For nearly all children, school is the place where they spend a majority of
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their days; therefore, schools have recently been deemed the appropriate environment to disrupt
the cycle of trauma and improve the mental health and academic success of all children,
regardless traumatic history. As a result, schools in the United States have recently begun to
implement trauma-informed practices aligned with the Substance Abuse and Mental Health
Services Administration’s (SAMHSA) six key principles to a trauma-informed approach: (1)
safety; (2) trustworthiness and transparency; (3) peer support; (4) collaboration and mutuality;
(5) empowerment and choice; and (6) cultural, historical, and gender issues (2014). Many
schools chose to intertwine these principles into already-present Positive Behavioral
Interventions and Supports (PBIS) used to support all students (Center on Positive Behavioral
Interventions and Supports [PBIS], 2021). Though PBIS has good intentions in supporting
student behavior, it ignores the underlying causes of dysregulation and the possible linguistic and
cognitive deficits present that may result in behavior (Plumb et al., 2016). PBIS, as a multi-tiered
system of support, is also primarily focused on the role of classroom teachers and mental health
professionals, which neglects the role all staff play in ensuring the safety and security of
students. Trauma-informed practices, however, ensure the understanding of dysregulation and
implementation of supports needed for all students across staff members and school
environments (Milwaukee Public Schools, 2015).
Need for the Study
Speech-language pathologists serve students with fluency, speech production, language,
social pragmatic, voice, resonance, hearing, and cognitive difficulties and disorders (American
Speech-Language-Hearing Association [ASHA], 2016). Because traumatic events have the
potential to affect any of the aforementioned areas, it comes as no surprise that children who
have experienced trauma receive SLP services at a higher rate than their peers (Henry et al.,
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2007; Jonson-Reid et al., 2004). As a result, the students will likely interact with staff outside of
their classroom teacher and mental health professionals. It is important, therefore, that SLPs are
included in plans for behavioral intervention and receive adequate training in trauma-informed
practices to best serve their students. Furthermore, intervention must be consistent across all staff
that interact with the students to be effective (Lynch et al., 2020). Behavioral intervention can
only be consistent if each and every staff member is educated in and strapped with traumainformed practices to utilize with students.
Purpose and Research Questions
My experience with trauma-informed practices and interest in speech-language
pathology, combined with the current literature, provided the framework for my research
questions. With the overlap between children who have experienced trauma and those who
receive speech and language services, it is important to explore the role of SLPs related to
trauma-informed practices. Furthermore, remediation of skills targeted in speech and language
therapy is not possible if children are dysregulated or if they do not have a trusting relationship
with the SLP. Without the establishment of safety and security, children cannot be expected to
meet their IEP goals or the rigorous standards outlined by the Common Core State Standards.
This study serves to explore the current trauma-informed practices utilized by SLPs to inform the
work of current and future SLPs, as well as the sparse literature base surrounding SLPs and
trauma-informed practices.
Research Questions
Q1

What are the feelings, attitudes, and reported behaviors of speech-language
pathologists regarding trauma-informed practices (TIP) in the elementary school
setting?
Q1a

What, if any, are the expected roles of SLPs in relation to TIP?
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Q1b

What trauma-informed practices are being implemented by SLPs in
elementary schools across Colorado?

Q1c

What does interprofessional collaboration look like in the school setting for
SLPs related to trauma-informed practices?

Q1d

What is in place to foster, or preclude, TIP implementation by SLPs?

Q1e

What is the perceived influence of TIP on academic, social, and emotional
Definitions of Terms

This study contains definitions that need explanation to further understand the literature,
methods, and results. The following definitions apply to the study:
Trauma-informed practices: SAMHSA (2014) defines a trauma-informed approach as one in
which “trauma is addressed or treatments deployed contribute to the outcomes for the
trauma survivors, the people receiving services, and the individuals staffing the systems”
(p. 9). For the purposes of this paper, trauma-informed approaches, also called traumainformed care, will be referred to as trauma-informed practices.
Trauma: According to SAMHSA (2014), “Individual trauma results from an event, series of
events, or set of circumstances that is experienced by an individual as physically or
emotionally harmful or life threatening and that has lasting adverse effects on the
individual’s functioning and mental, physical, social, emotional, or spiritual well-being”
(p. 7).
Summary
Two-thirds of children in the United States experience potentially traumatic events by the
age of 16, which puts them at risk for physical, cognitive, linguistic, behavioral, social, and
emotional consequences (NCTSNSC, 2017). These consequences can affect learning and
academic performance, which may result in the need for additional support, such as special
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education services (Henry et al., 2007; Jonson-Reid et al., 2004). Because children spend a
majority of their time in school, many districts across the U.S. have recently begun to weave
trauma-informed practices into existing PBIS protocols. PBIS, despite its good intentions,
disregards the underlying causes of dysregulation (Plumb et al., 2016). In contrast, traumainformed practices aim to understand the source of dysregulation and implement appropriate
supports based on that source (Milwaukee Public Schools, 2015). Trauma-informed practices,
however, are not effective unless they are used consistently amongst all school staff; therefore,
all staff members must be adequately educated on and trained in the practices for them to result
in student success (Lynch et al., 2020).

7

CHAPTER II
LITERATURE REVIEW
Trauma and Adverse Childhood
Experiences
Many identify heart disease and obesity as America’s major health crises; however, few
acknowledge America’s most alarming hidden health crisis, trauma. Following the
implementation of the Every Student Succeeds Act, a replacement for No Child Left Behind, in
2015, trauma-informed practices and trainings have become growing topics in the area of
education. For those children that have experienced trauma, it follows them everywhere they go;
it does not simply dissipate when they leave home. As children spend most of their young lives
in school, professionals and policymakers across disciplines have deemed the educational
environment most fitting for trauma-informed interventions.
According to the SAMHSA (2014), trauma occurs across age, gender, socioeconomic
status, race, and ethnicity “as a result of violence, abuse, neglect, loss, disaster, war, and other
emotionally harmful experiences” (p. 2). Such experiences can have life-long physical, mental,
and emotional consequences. Similarly, adverse childhood experiences (ACEs) are categorized
as abuse, neglect, and/or household dysfunction events that occur prior to the age of 18 and are
correlated with adverse health and social outcomes (Felitti et al., 1998). It is important to
recognize that not all ACEs are traumatic; rather, they have the potential to be traumatic and
cause posttraumatic stress disorder (PTSD) or toxic stress (Brennen et al., 2019). Though
identifying and recognizing individual traumas is important, sociohistorical trauma cannot be
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ignored in discussing the sources of trauma. Sociohistorical traumas include identity-based
traumas such as racism, classism, sexism, homophobia, and transphobia (Chafouleas et al.,
2021). Regardless the form, a majority of children in the United States are exposed to at least one
traumatic event before their 18th birthday, and some experience multiple forms (Brennen et al.,
2019).
Prevalence
Certain risk factors increase the chance of being exposed to one or more traumatic events,
and many children possess multiple risk factors, further increasing their chances for exposure.
Such risk factors include being indigenous, black, and/or a person of color, a member of the
LGBTQ+ community, homelessness, refugee status, having an intellectual or developmental
disability, and living in poverty, to note a few (Brennen et al., 2019). In a 2017 national survey,
24.5% of children aged 10 to 17 had witnessed violence in the past year, and exposure to one
episode of violence led to the increased chance of exposure to additional violent events
(Finkelhor, 2015). Children involved in various systems, such as child welfare, early childhood,
and juvenile justice experience trauma related to violent events; therefore, the trauma epidemic
plaguing youth in the United States is expansive. And with the prevalence of trauma amongst
youth comes consequences, some of the most troubling being those related to education and
academic performance.
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Education-Related Effects
of Trauma
In his book, Permission to Feel, Dr. Marc Brackett (2019) detailed the five areas in life
where feelings matter the most: (1) attentional capacity; (2) decision making; (3) relationships;
(4) physical and mental health; and (5) performance and creativity. Each of these five areas are
crucial for academic participation and success. When children experience emotions, particularly
those associated with trauma, such as anxiety, fear, anger, and frustration, they become
susceptible to dysregulation that can disrupt any combination of the five aforementioned areas. A
balance between children’s rational and emotional areas of the brain, the cortex and limbic
system, must be maintained to ensure success in the academic environment. When the balance is
disrupted, students are at risk for altered physical, cognitive, linguistic, social, and behavioral
outcomes, which can ultimately affect their learning and education. Altered learning and
education can then result in the need for special education services (e.g., speech-language
therapy, occupational therapy, resource, etc.).
Children who have experienced maltreatment are seven times more likely to be referred
to an SLP and those who have been maltreated receive special education services at a higher rate
than the general population (Henry et al., 2007; Jonson-Reid et al., 2004). The opposite is also
true, as children with disabilities are at an increased risk for experiencing trauma, most often
maltreatment, which can result in additional deficits and difficulty with academics (Henry et al.,
2007; Jonson-Reid et al., 2004). Despite having a documented disability and receiving special
education services, children with disabilities, who have experienced trauma, are expected to meet
academic standards. The Individuals with Disabilities Education Act (IDEA, 2004) mandates
that instruction must incorporate “supports and related services designed to meet the unique
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needs of these students and to enable their access to the general education curriculum” (IDEA 34
CFR §300.34 a).
Since the passage of the Common Core State Standards in 2010, “college and career
ready” has become a popular phrase in education. Yet, for children to be “college and career
ready”, they must first feel safe in the classroom, maintain attention to classroom content, and
engage with the learning material. Each of these requirements can be derailed by exposure to
trauma, as well as their cognitive, linguistic, social, and behavioral development. For teachers
and special services providers, alike, it is imperative to not only understand trauma, but also the
impacts it has on everyday functioning related to learning and education.
Cognitive Effects
The brain can be thought of as four distinct regions organized in a bottom-up fashion:
brainstem, cerebellum and diencephalon, limbic system, and cortex. As with its organization, the
brain develops in a sequential fashion, beginning with the brainstem and ending with the cortex.
Because of its orderly development, any impact to the lower regions of the brain (e.g., brainstem)
will ultimately impact the development of the more complex regions (e.g., cortex) (The
ChildTrauma Academy, 2011). In terms of function, automatic bodily functions lie in the
brainstem, while higher-level executive functioning skills (e.g., planning, organization,
inhibition) live in the cortex, alongside learning and academic performance (The ChildTrauma
Academy, 2011). The brain is said to be most “plastic” and sensitive to environmental input
during early childhood, which is also the time when traumatic experiences, such as neglect,
maltreatment, abuse, and other events, occur most often. The brain’s plasticity during this period
allows for an expansive amount of learning, of which is largely dependent upon healthy
experiences (Tierney & Nelson, 2009). As demonstrated by the Bucharest Early Intervention
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Project (BEIP), deprivation of healthy experiences can result in brain development errors,
therefore, leading to stunted and delayed cognitive growth, different patterns of brain activity,
and lower IQ. Deprivation of healthy experiences after 2 years of age can be especially
detrimental, mirroring the effects of institutionalization (Marshall et al., 2004). Without a doubt,
the brain organization can be changed and permanently altered because of trauma.
Not only can unhealthy and traumatic experiences during early childhood permanently
alter the way the brain is physically constructed and functions, but they can also physiologically
impact the state of the body. The body’s autonomic nervous system (ANS) is responsible for
detecting cues related to challenges perceived in the environment and acting on those cues to
protect itself by any means possible. Within moments of detecting emergency, the ANS activates
stress response systems: fight, flight, or freeze (Berardi & Morton, 2019). Children who have
experienced or continue to experience trauma may be in a constant state of stress response and
emergency, which can become toxic to the body and prohibit learning. Trauma and its resulting
physiological effects can then cause individuals to be hypersensitive to threat, in which they may
anticipate threat when the average individual would not perceive it as so (Tuchinda, 2020).
Because the body has difficulty returning to a state of calm without working through the stress
cycle, children have a heightened baseline state of arousal, posing an increased risk for adverse
emotional and educational outcomes (Brennen et al., 2019).
Ascending from the brainstem to the cortex, additional areas of the brain are crucial to
academic success; however, they are also increasingly susceptible to the effects of trauma.
Executive functions (EFs) are a set of skills housed in the frontal lobe of the brain that aid in
mental flexibility, inhibition, and working memory (Hyter, 2021b). Because children who have
experienced trauma often live in a state of arousal, or the need to protect themselves from harm,
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they often make decisions from the lower parts of their brain (e.g., limbic system and brainstem),
rather than their executive functions in the cortex (Tuchinda, 2020). Similarly, Hyter’s (2021b)
systematic review found that children who have been maltreated experience more difficulty with
inhibition and spatial working memory than their peers without a history of maltreatment.
Alterations in inhibition and working memory have significant implications for the academic
environment. Working memory is the brain’s temporary “holding space” for working with and
organizing information for later use in long-term memory. Working memory is the brain’s way
of taking in new information for learning and connecting it to other ideas already known. This
information highway intersects with children’s ability to perform in school, as they must
maintain attention long enough to take in the information and connect it to knowledge they
already have. In conjunction with difficulties in perceiving threat, inhibition, and mental
flexibility, children with executive dysfunction, because of trauma, are at a foundational
disadvantage for learning. This disadvantage for learning does not come solely from cognition,
rather it is also mediated by trauma’s effect on language development and abilities.
Language Effects
Language is the foundation for learning, building relationships, and day-to-day
functioning. In American schools, children with speech and language impairments comprise 21%
of children receiving services under IDEA (Kena et al., 2015). While not all children receiving
services under the speech or language impairment category may have experienced trauma, there
is a correlation between adversity in early childhood and language development (Sylvestre,
2021). In 2010, Sylvestre and Mérette found that nearly 50% of children who experienced
neglect displayed significant language delays, which is 5-10 times higher than that of the general
population. As with cognition, language is primarily developed through early childhood
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experiences and interaction with caregivers. Language development predominantly relies on
caregivers, specifically caregiver sensitivity, responsivity, and reciprocity. These three
dimensions involve parental awareness of the child’s communication signals and attempts,
providing consistent and relevant responses, and engaging with the child to encourage meeting a
common goal (Sylvestre, 2021). Because communication skills are learned through interactions
with caregivers, children whose trauma occurs within the context of the caregiver-child
relationship may experience alterations in language development (Rupert & Bartlett, 2021).
In a U.S. national study, children in the child welfare system, between 0 and 71 months
of age, scored an average of one standard deviation below the mean on the Preschool Language
Scale, Third Edition (PLS-3). 18.7% of the children scored two standard deviations below the
mean, as compared to only 2.3% of the general population of U.S. children that scores similarly
(Casanueva et al., 2012). Sylvestre et al. (2016) found that language skills, specifically receptive
and expressive language, were increasingly impacted by maltreatment in younger versus older
children, which aligns with previously mentioned research regarding the sensitivity of the brain
in early childhood (e.g., Hyter, 2021b; Marshall et al., 2004). The authors’ meta-analysis
revealed a moderate, significant inverse association (g= -0.53, p < .001) between physical abuse
and/or neglect and language (Sylvestre et al., 2016). In a 2018 retrospective clinical audit of
eight clients in Out of Home Care (OOHC) who had experienced maltreatment and received SLP
services, Byrne et al. discovered that six of the eight children had language difficulties as their
primary diagnosis. As previously discussed, maltreatment can affect children’s early caregiver
relationships, which influences language development, thus, potentially resulting in the need for
speech and language services.
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Though research has documented the impact traumatic events have on broad language
development, there has also been exploration into the specific areas of language that can be
affected and possible consequences of potential deficits. Language can be broken down into five
specific domains: phonology, morphology, syntax, semantics, and pragmatics (ASHA, 1993).
One specific domain consistently highlighted across the literature is pragmatics. Pragmatics is
commonly understood as social communication, which includes expressing thoughts and
feelings, understanding others’ intentions, discourse skills, providing adequate detail needed for
discourse, and making inferences. While pragmatics is one of the five domains of language,
individuals must have skills across every domain to be proficient in pragmatics (Ciolino et al.,
2021).
As pragmatic skills are diverse, children who have experienced maltreatment can
experience broad or skill-related deficits. In Sylvestre et al.’s (2016) meta-analysis, the authors
revealed that children with histories of maltreatment scored lower on standardized pragmatic
language assessments compared to controls, indicating deficits in overall social communication,
with a moderate to large effect size (g= -.48). Regarding specific skills, Hyter’s (2021b) review
of 38 articles revealed that children who had been maltreated were less informative and
descriptive when talking about their play, provided comments less pertinent to the topic at hand,
and made fewer requests than their nonmaltreated peers. Furthermore, Ciolino’s (2018) study
found that children who had been maltreated had a reduced ability understanding the
communicative intent of others.
Emotional & Regulatory
Effects
Like the executive function deficits elicited by trauma, children who have experienced
trauma may experience difficulties with regulation and behavioral control. Cook et al. (2005)
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found that trauma can affect children’s ability self-regulate, describe their internal states, and
communicate their wants and needs. As with language, early caregiver relationships and secure
attachment are crucial for children to recover from dysregulation and return to a regulated state
(Rupert & Bartlett, 2021). Dysregulation induced by trauma can also result in self-destructive
behavior and aggression towards others. Masten and Coatsworth (1998) highlighted the
importance of self-regulation and attachment in relationships in academic and social success, as
competence in these areas is a protective factor against trauma. Dysregulation is often coined in
schools as “behavior” and is a common topic discussed amongst staff and of professional
development trainings; however, few agree on how to navigate the varying degrees of student
dysregulation.
Positive Behavioral Interventions and Supports (PBIS) was implemented in 1997,
alongside the revision of IDEA, to proactively address the behavioral and emotional needs of
students in the classroom. School staff are often taught PBIS principles, or some other form of
behavior management programming, to navigate dysregulation (Center on PBIS, 2021).
However, these management styles seldom reflect trauma-informed practices; rather, they are
based in a compliance and punishment model of traditional schooling that rarely make a longterm impact. PBIS does not delve into the root cause of behavior, nor what is occurring in the
brain and body to result in such behavior; rather, it uses a reward/punishment system to mitigate
and reduce behavior. This form of behavior management is counterproductive for children who
have experienced trauma and may trigger some children (Tuchinda, 2020).
As children become dysregulated, their cognitive functioning moves from the cortex to
the limbic system and brainstem, resulting in decreased thinking ability and negatively altered
body states. The ChildTrauma Academy (2011) used adaptive response behaviors, regulating
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brain region, cognition, and body state categories to describe how children and their brains are
impacted as they become dysregulated. As seen in Figure 1, learning ceases midway through the
stages at freeze, when children retreat into their emotion-driven limbic system and enter a state
of emergency. As the stress of the event continues to build, children move into fight and flight,
where learning is impossible, and all actions are reactive and reflexive (The ChildTrauma
Academy, 2011).
Figure 1
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Escalating Behavior

Mediating Brain
Region
Cognition
Classroom State

Classroom
Characteristics

FLOCK

•
•

•
•
•

Quiet voices
Eye contact
Confidence
Rhythmic
movement
Clear directions
Somatosensory
activities
Frustration or
anxiety
Communication
from a distance
Complex
directions
Ultimatums

FREEZE
•

•
•
•
•
•

•
•

CORTEX
Limbic
CONCRETE
ALERT
Active teaching can
take place; students
are internalizing new
content and ‘mind
wandering’ to
efficiently store new
content

Comforting &
predictable
voice; invited
therapeutic
touch
Music
Reflective
listening
Reassurance
Raised voices
Raising
finger/limb;
sudden
movements
Threatening
tone
Chaos

LIMBIC
Midbrain
EMOTIONAL
ALARM
Learning new
content is difficult;
students are either
disengaging or
acting out.
Increases in
individual selfregulatory behavior

FLIGHT
•
•
•
•

•
•
•

FIGHT

Calm, quiet
presence
Disengage
Turn off lights;
white noise
Reduce
sensory input

•
•

Teacher
frustration
Yelling, chaos
Collective
dysregulation
of peers

•

MIDBRAIN
Brainstem
REACTIVE
FEAR
Learning is
impossible.
Engaging students is
difficult. Many
demonstrate freeze
responses that
appear
oppositional/
defiant

•
•

•
•

Calm affect
Disengage but
don’t
disappear
Adult support
Individual
attention

Physical
restraint,
grabbing,
shaking
Screaming
Intimidating
stance

BRAINSTEM
Autonomic
REFLEXIVE
TERROR
Aggression, reckless
behavior, openly
defying rules and
authority. Full
fight/flight or shut
down

Note. Adapted from The ChildTrauma Academy (2011) with permission from Bruce Perry,
M.D., PhD on August 26, 2021. A copy of the permission letter can be found in Appendix A.
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As previously discussed, children who have experienced trauma may enter school in a
heightened state of emergency, which leaves them susceptible to the freeze, flight, and fight
stages of dysregulation if they experience something that mimics a traumatic event.
Dysregulation can also be discussed in relation to a child’s window of tolerance, which is the
ability to tolerate and manage what’s happening around them in the environment and in their
lives (National Institute for the Clinical Application of Behavioral Medicine, [NICABM], 2019).
Trauma actively shrinks a child’s window of tolerance and leaves them susceptible to hyper- or
hypoaroused states of functioning (i.e., fight, flight, freeze). With a shrinking window of
tolerance, children who have experienced trauma require less and less stimulation to cause
dysregulation, which ultimately leads to a loss of learning and difficulty in succeeding in school
(NICABM, 2019). To combat the loss of learning, educators can use their understanding of the
relationships between trauma and altered cognition, language, and emotional outcomes to inform
their daily educational practices.
Educational Policies and
Classroom Practices
In 2009, a group of state leaders in the National Governors Association Center for Best
Practices (NGA Center) and the Council of Chief State School Officers (CCSSO) launched an
effort to develop the Common Core State Standards (CCSS). By mid-2010, college- and careerreadiness standards and K-12 standards were released for individual state adoption. The
Standards outline what students need to master in English-Language Arts (ELA) and Math at
each grade level, ensuring they have the knowledge and skills necessary to succeed in college,
career, and life (NGA Center & CCSSO, 2010). Five years later, the Every Student Succeeds Act
(ESSA) was signed by former President Barack Obama and replaced the No Child Left Behind
(NCLB) Act of 2002. Aligned with the Standards, ESSA requires all students in the United
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States to meet high academic standards to bring about college and career success. Furthermore,
the law ensures that annual statewide assessments measure students’ progress towards the
standards (U.S. Department of Education, 2015). With both CCSS and ESSA in place, states had
to adapt their expectations for students and the ways in which they were managing their
classrooms and methods of teaching for optimal success on state testing.
Positive Behavioral Interventions and Supports (PBIS) is an evidenced-based three-tiered
framework used in schools to support all students, particularly through addressing behavior and
creating more equitable learning environments (Center on PBIS, 2021). PBIS is arranged in a
upside down pyramid, beginning with universal prevention for all students at Tier 1 at the top,
targeted prevention for some students at Tier 2, and intensive, individualized prevention for a
few students at Tier 3. PBIS is a form of multi-tiered system of supports (MTSS); however, it is
specifically focused on behavioral support, while MTSS itself focuses on the whole child. The
goal of MTSS is for students to receive the services they need, as encouraged by ESSA. With the
implementation of PBIS and MTSS, some educators had to change the ways in which they
navigated student dysregulation and disruption in the classroom.
Traditional classroom management is constructed from a compilation of learning
theories, such as those from Jean Piaget, B. F. Skinner, and Lev Vygotsky. B. F. Skinner’s
behaviorism theory of operant conditioning is often used to shape behavior; however, he
neglected to consider the influences of problem-solving and discovery in learning or attachment
theory, which indicate that learning is influenced through the promise of connection, not reward
(Berardi & Morton, 2019). Because children with traumatic stress are motivated by relationship,
behavior management methods may be perceived as coercive and threatening, which may result
in externalizing and internalizing behaviors (Tuchinda, 2020). When the behaviors are not
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investigated for their deeper meaning, not only may the behavior persist, but the gap between the
student and the educator may widen, further limiting the relationship the child is desperately
seeking and reinforcing their trauma (Shelley Thomas et al., 2019).
Children who have experienced trauma can experience multiple barriers when attending
to content and learning in the classroom. The presence of behavior systems that disregard the
underlying cause of their dysregulation and aim to fix the behavior rather than understand it,
such as PBIS, create additional barriers to learning. Sitting in a desk and complying with
classroom rules does not equate to a brain that is ready to learn, rather compliance-based
classroom management disregards the underlying causes of dysregulation and deems it as
“inappropriate” or “disruptive” behavior (Plumb et al., 2016). When staff use compliance-based
models, children may be punished or removed from their classrooms by other school personnel
such as paraprofessionals, aides, or mental health staff. Both forms of classroom management
target the symptom of the problem, rather than working to solve and eradicate the underlying
problem itself (Shelley Thomas et al., 2019). These strategies may not be adequate in providing
children with the tools they need to manage their trauma and toxic stress to remain physically
present and mentally prepared for academic instruction; therefore, trauma-informed practices can
be implemented into traditional educational models to help all children reach their academic
potential through ample adult support (Milwaukee Public Schools, 2015).
A number of cases have been brought before U.S. District Courts, highlighting the need
for children who have experienced trauma to receive individualized instruction, services, and
accommodations through Section 504. Two cases in particular, Stephen C. v. Bureau of Indian
Education and Peter P. v. Compton Unified School District (CUSD), illustrated the causal
connection between trauma and disabilities, academic difficulties, and exclusion from school
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(e.g., suspension) (Tuchinda, 2020). In these particular cases, both sets of plaintiffs
demonstrated, through scientific evidence, that trauma causes disability in line with Section
504’s definition of disability (Tuchinda, 2020). In Peter P. specifically, the court held that
“CUSD’s failure to train teachers to recognize and address trauma-related disabilities was central
to the plaintiffs’ theory of disability-based disadvantage and [their] failure to adhere to [Section
504] to locate children with disabilities was logically related to such failure” (Tuchinda, 2020).
These two cases set the foundation for parents, advocates, and communities alike to enforce
Section 504 in schools to persuade schools and districts to become trauma-informed.
A Trauma-Informed Approach
In 2014, SAMHSA released the Concept of Trauma and Guidance for a TraumaInformed Approach to guide systems to become trauma-informed. While trauma can place an
enormous burden on the lives of those affected, SAMHSA (2014) proposed that, “With
appropriate supports and intervention, people can overcome traumatic experiences” (p. 2). The
2014 document contained three specific sections of interest for those wanting to implement
trauma-informed practices: The Three “E’s” of Trauma, Key Assumptions and Principles, and
Ten Implementation Domains.
Systems must first understand what trauma is, as well as its lasting effects, which is why
SAMHSA (2014) developed the three “E’s”. The three “E’s” of trauma include event(s),
experience of event(s), and effect. Event(s) can include an instance or threat of harm or severe
child neglect that impairs healthy development, of which can occur as a single event or
repeatedly over time (SAMHSA, 2014). An individual’s experience determines whether the
event is traumatic. An individual’s label of, assigned meaning to, and physical or psychological
disruption from the event contribute to whether the experience was traumatic; thus, the same
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event could be traumatic for one person but not another (e.g., fleeing one’s country as a refugee,
military deployment). The experience of an event can also be shaped by cultural beliefs,
availability of social supports, or developmental stage (SAMHSA, 2014). The most critical
component of trauma is its long-lasting adverse effects. Adverse effects can include inability to
cope with life stressors, trust in relationships, regulating behavior, as well as alterations in
neurobiological construction and constant state of arousal (SAMHSA, 2014). While it is
important to recognize how trauma develops, professionals cannot stop there. The next step
involves the context of care systems implement for trauma survivors.
Trauma-informed practices, essential to the context of care, are grounded in four
assumptions and six key principles. SAMHSA (2014) proposed the Four “R’s” as the key
assumptions in a trauma-informed approach: realization, recognize, respond, and resist retraumatization. Within a trauma-informed approach “all people at all levels of the system have a
basic realization about trauma and how trauma can affect families, groups, organizations, and
communities, as well as individuals” (SAMHSA, 2014, p. 9). People within the system must also
recognize signs of trauma, including age, gender, or setting specific (e.g., substance abuse).
Following realization and recognition comes response to trauma by applying trauma-informed
principles, which involves all staff within an organization changing their language, behaviors,
and policies to acknowledge the traumatic experiences of those they serve (SAMHSA, 2014).
Lastly, systems should actively resist re-traumatization of clients and staff within the
organization, which may involve recognizing that placing a child who has a history of
abandonment in a seclusion room may interfere with healing from that trauma (SAMHSA,
2014).
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Trauma-informed practices are aligned with six key principles: safety; trustworthiness
and transparency; peer support; collaboration and mutuality; empowerment, voice, and choice;
and cultural, historical, and gender issues (SAMHSA, 2014). Safety includes the physical and
psychological safety of staff and clients. Organizations that engage in trustworthiness and
transparency are open about the decisions they make, with the goal of building and maintaining
trust with all individuals involved. Peer support within organizations is the “key vehicle for
establishing safety and hope, building trust, enhancing collaboration, and utilizing lived
experience to promote recovery and healing” (SAMHSA, 2014, p. 11). Collaboration and
mutuality involves the leveling of power differentials to allow for relationships and decisionmaking that promotes healing. Similarly, empowerment, voice, and choice emphasize individual
strengths, resilience, and empowerment of all those that systems serve. Clients are given the
opportunity to share in decision-making, goal setting, and self-advocacy to feel safe and heal
from trauma. Within cultural, historical, and gender issues, organizations “incorporate policies,
protocols, and processes that are responsive to racial, ethnic, and cultural needs of individuals
served”, as well as addressing historical trauma (SAMHSA, 2014, p. 11). A trauma-informed
approach requires incorporation of these principles across multiple levels of a system, including
governance and leadership; policy; physical environment; engagement and involvement; crosssector collaboration; screening, assessment, and treatment services; training and workforce
development; progress monitoring and quality assurance; financing; and evaluation (SAMHSA,
2014).
Maslow’s Hierarchy and
Bloom’s Taxonomy
“Maslow before Bloom” is a popular phrased used by educators to describe the concept
that children must have their basic needs met (e.g., food, water, shelter) before they can
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participate in learning. This concept of “Maslow before Bloom” aligns well with traumainformed practices, as Maslow’s (1943) Hierarchy of Needs emphasizes the need for safety,
belongingness, and fulfillment of one’s potential before children can ascend Bloom’s (1956)
Taxonomy.
Maslow’s Hierarchy of Needs (1943) is a five-tier model of human needs, often depicted
as a pyramid (McLeod, 2007). Starting at the bottom of the pyramid, the five foundational
human needs are physiological (e.g., food, clothing), safety, belongingness and love (e.g.,
relationships), esteem (e.g., feeling of accomplishment), and self-actualization (e.g., achieving
one’s full potential). While the needs are arranged in a hierarchical manner, Maslow (1987) later
revised this idea and stated that the one need does not have to be entirely met before an
individual moves on to the next need. Furthermore, he noted that “any behavior tends to be
determined by several or all of the basic needs simultaneously rather than by only one of them”
(Maslow, 1987, p. 71). In 1970, Maslow proposed an approach to education and learning, with
respect to his hierarchy. He emphasized consideration of the whole child, including physical,
social, emotional, and intellectual well-being, when analyzing impact on learning. Maslow
argued that before students’ cognitive needs can be met, their basic physiological and
psychological needs must be fulfilled (McLeod, 2007). The cognitive needs Maslow spoke of are
encompassed in Bloom’s (1956) Taxonomy.
Bloom’s Taxonomy (1956) is a hierarchical classification of thinking that is organized in
a pyramid fashion, similar to that of Maslow’s Hierarchy of Needs. From the bottom of the
pyramid, the Taxonomy includes knowledge, comprehension, application, analysis, synthesis,
and evaluation (Bloom, 1956). This classification was developed with the understanding that
knowledge is a foundational building block necessary for the five remaining skills. Each stage of
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thinking varies from simple to complex and concrete to abstract; however, even the most
foundational stage requires an individual to first develop through Maslow’s hierarchy. In 2001,
Bloom’s Taxonomy was revised, and the nouns of the original taxonomy were replaced with
verbs and gerunds to align with learning objectives (i.e., knowledge was replaced by recognizing
and recalling) (Armstrong, 2010).
Traumatic events, such as abuse, neglect, and witnessing violence, can have lasting
effects on cognitive, behavioral, social, and emotional well-being (SAMHSA, 2014). These
lasting effects result from altered development of one or multiple of the five basic human needs.
For example, a student whose family suffers from food insecurity or homelessness will have
difficulty performing in the academic environment; in other words, a piece missing from
Maslow’s hierarchy prohibits the student from participating in learning at the most basic level
(e.g., recognizing and recalling).
The Matrix of Needs
Bob Bowen, a behavioral consultant and trainer, proposed the Matrix of Needs (2021),
which builds upon Maslow’s work through the incorporation of research on the neurobiological
impact of trauma. Bowen (2021) described being human as a “lifelong process of assimilation,
disequilibrium, and accommodation” that requires flexibility in adapting to the stresses of growth
and a sense of safety to re-establish equilibrium (p. 539). Bowen’s Matrix of Needs (2021) is
organized into five different processes that are inter-related and dynamic, with safety as an allencompassing need present throughout life.
Bowen defines the first layer of the Matrix as Core Needs, which includes subsistence
(e.g., food, water, shelter), attaching relationships, and communication (Bowen, 2021). Bowen
noted that many are unfamiliar with communication as a foundational need; however, he wrote
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that “We need to be able to communicate in order to survive” (Bowen, 2021, p. 542). Growth
Needs are next in the pyramid, which include achievement and social relationships. Following
Growth Needs are Maturity Needs, which are a combination of autonomy and affiliative
relationships. In this stage, children separate themselves as individuals and relationship choices
are now made consciously. Next is the Fulfillment Need, intimacy, which is the need to have
deep relationships without the fear of rejection. At the top of the pyramid is Interdependent
Actualization, where individuals balance the needs of themselves with the needs of the whole
(Bowen, 2021).
Bowen (2021) highlighted the fact that when people do not feel safe, they use behavior to
create safety for themselves and others, which is demonstrated in the externalizing and
internalizing behaviors of children who are dysregulated (Shelley Thomas et al., 2019). With
respect to Hebb’s Law, neurons that fire together wire together, when children utilize behavior to
meet their needs and the behaviors are successful, a connection is made and that connection
becomes part of the brain’s architecture (Bowen, 2021). Without explicitly naming traumainformed practices, Bowen explained, “Behavior always occurs in some kind of context…
Understanding those contexts and how to alter them [and] modify them… requires a social
history identifying the ways in which trauma may have altered the development of the individual
and how the alteration affects behavioral choices” (2021, p. 554-555).
Trauma-Informed Practices
in Education
Children spend most of their days in school, and for some children, school is the only
place they feel some semblance of safety and security. Children who do not feel safe at home
may arrive to school in hyper- or hypo-aroused states, making it difficult for them to perform in
the classroom (NICABM, 2019). While the Common Core expectations of college and career

26
readiness are important to the success of children and adolescents, research suggests that these
standards are not attainable unless children’s social, emotional, and behavioral needs are
prioritized, which can be done through the use of trauma-informed practices.
Within ESSA 129 Stat. 1929 (2015), Section 2103 part I outlines the local use of funds
for “in-service training for school personnel in… the techniques and supports needed to help
educators understand when and how to refer students affected by trauma, and children with, or at
risk of mental illness…” ESSA 129 Stat. 1978 (2015) Section 4108: Activities to Support Safe
and Healthy Students further details the allocation of funds to programs and activities that foster
safe and supportive environments, provide staff development based on evidence-based traumainformed practices, and establish learning environments and enhance learning skills essential to
school readiness. While these are just two of the sections within ESSA (2015), trauma-informed
practices and ideas related to its principles are mentioned across the act; therefore, it is not just
the moral responsibility of the school and its staff to support students with trauma, it is also their
legal obligation.
Role of Schools
As evidenced by the Stephen C. and Peter P. cases, as well as the research surrounding
the impact of trauma on education, children require an educational environment that values and
promotes safety, trust, and connection (Tuchinda, 2020). Milwaukee Public Schools (2015)
proposed and created a trauma-sensitive school logic model to aid administrators in schoolwide
implementation. The framework allows administrators to weave trauma-informed practices into
already present PBIS models, as they only need a shift from compliance-based to traumasensitive. Within the framework are five essential components: (1) training staff on the impact
and prevalence of trauma, (2) adopting a schoolwide perspective shift, (3) creating healthy

27
relationships among staff, students, and caregivers, (4) maximizing caregiver capacity, and (5)
facilitating student resiliency and empowerment (Milwaukee Public Schools, 2015). Upon
teaching staff about trauma and its impact on the brain, it is expected that a perspective shift
around student behavior will occur. A trauma-sensitive perspective entails understanding
behavior as a form of communication to meet wants and needs, rather than an act of defiance or
form of purposeful disruption. With this shift in perspective comes the opportunity to build
healthy, trusting relationships amongst staff and students that ensure students feel safe in school
(Milwaukee Public Schools, 2015). In conjunction with a perspective shift comes altered PBISdriven intervention in classrooms that empower students to find what works best for supporting
their learning, often involving choices about material and opportunities for breaks.
While following the framework is useful in successful implementation, administrators
must take an expansive look at the school’s current culture and discipline policies, for change
cannot occur unless the school culture supports it. SAMHSA (2014) noted that trauma-informed
practices must be applied to all areas of a system, in which a culture based on “beliefs about
resilience, recovery, and healing from trauma” are promoted (p. 10). As previously noted,
student actions must be viewed not as an act of defiance, rather a result of the experiences they
have endured. A key shift in mindset comes with school staff wondering not “what’s wrong with
you,” when approaching a dysregulated child, but rather “what happened to you?” (McInerney &
McKlindon, n.d., p. 2). With this shift and mindset and a focus on understanding students’ needs,
“they can become curious and engage with the school environment” (Tuchinda, 2020, p. 824).
The traditional, compliance-based policies of schools do not align with that of traumainformed practices, rather they should focus on balancing student accountability with
maintaining trusting relationships (Plumb et al., 2016). Furthermore, trauma-informed practices
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cannot be effectively implemented with conventional one-and-done professional development
trainings or meetings. Ongoing staff training and evaluations must occur to ensure staff are
utilizing trauma-informed practices as intended. According to Learning Forward (n.d.),
professional development “requires continuous improvement, promotes collective responsibility,
and supports alignment of individual, team, school, and school system goals” (Learning
Communities para. 1). As with other elements of education, specific states and districts are
entitled to their own regulations and procedures.
Colorado-Specific Guidelines
In 2018, the Colorado Department of Education (CDE) released a document regarding
the use of trauma-informed practices in schools and across districts. The comprehensive
document contained an introduction to trauma, the trauma movement, description of ACEs, and
how schools in Colorado can infuse trauma-informed approaches into their current PBIS and
MTSS frameworks. The Colorado Office of Behavioral Health created Colorado’s Trauma
Informed System of Care (COACT), in coordination with SAMHSA, to build on existing
infrastructure to support families of children and youth with complex needs (COACT Colorado,
2021). COACT adopted specific principles from the SAMHSA (2014) key trauma-informed
principles they found relevant to the state of Colorado. The adoption of these principles
emphasized the shift from a traditional, compliance-based school perspective to that of a traumainformed approach that understands behavior as a response to stress and a result of trauma (CDE,
2018).
Using the stages of implementation developed by the National Implementation Research
Network (NIRN), CDE developed a table of implementation stages and description of activities
necessary for schools to implement evidence-based trauma-informed approaches. CDE then
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outlined and defined the six key domains of implementation for trauma-informed approaches in
education, which include supporting staff development, creating a safe and supportive
environment, assessing need and providing appropriate supports, building strong social and
emotional skills, collaborating with students and families, and policies and procedures (CDE,
2018). While CDE outlined procedures for whole-school development and incorporation of
practices into already present MTSS and PBIS frameworks, local school districts had the
ultimate say in what they chose to implement, as Colorado is a local control state (Colorado
Association of School Boards, 2022).
For those who do implement MTSS and PBIS frameworks, a great deal of emphasis is
placed on implementation by teachers and mental health staff (e.g., social workers, school
counselors, school psychologists). Despite the expertise teachers and mental health staff bring to
the table, children who have been maltreated are seven times more likely to be seen for speech
and language services (Henry et al., 2007; Jonson-Reid et al., 2004). With the increased
likelihood that SLPs will be seeing children who fall within tiers 2 and 3 of PBIS and MTSS,
they should be included in plans for intervention and receive adequate training and professional
development to best serve their students. With the emphasis of MTSS on the whole child, it is
expected that all staff be trained adequately in how to support all children, even those that may
receive Tier 2 and 3 support from other professionals (Lynch et al., 2020).
Role of the SLP
As with other educators and special services providers across the nation, the CDE has a
rubric for evaluating school SLPs. The CDE rubric for SLPs contains four primary quality
standards with sub-elements comprising them. While the rubric does not outline expectations
specifically related to trauma-informed practices, there are standards and elements that relate to
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trauma-informed principles. For instance, Quality Standard II, Element A states, “Special
services providers foster a safe, accessible, and predictable learning environment characterized
by acceptable student behavior and efficient use of time in which each student has a positive,
nurturing relationship with caring adults and peers,” (Colorado State Model Educator Evaluation
System, 2019, p. 2). Furthermore, Quality Standard III, Element A states, “Special services
providers apply knowledge of the ways in which learning takes place, including the appropriate
levels of intellectual, physical, social, and emotional development of their students,” (Colorado
State Model Educator Evaluation System, 2019, p. 5).
SAMHSA’s (2014) description of trauma-informed principles and the previously
discussed importance of a regulated nervous system in promoting and maintaining learning are
evident in Quality Standards II and III of CDE’s SLP evaluation rubric. While the incorporation
of trauma-informed practices is not explicitly stated in the standards, it is evident that practice
use is critical to SLPs’ appropriate performance and service to their students. With the
insinuation that part of an SLPs duties lie in forming relationships and understanding how their
students learn best, it calls into question why SLPs are often left out of Tiers 2 and 3 in MTSS
and PBIS frameworks.
Even if the evaluation rubric is not considered in the school SLP’s role in traumainformed practices, the presence of children who have experienced trauma in speech-language
therapy calls for implementation outside of the classroom and mental health offices. With
Bowen’s (2021) designation of communication as a basic need for human functioning and
survival, it can be expected that the professionals educated and trained in communication would
play a major role in supporting students whose basic needs have been disrupted. Traumainformed practices are most efficient if they are utilized consistently across the school, for
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children venture outside of their classroom and interact with adults and peers other than those
within classroom walls. Lynch et al. (2020) emphasized the importance of providing stable,
consistent, and empathetic care in preparing students who have experienced trauma to participate
in therapeutic intervention. Furthermore, consistency across staff and the school environment is
likely to result in the positive behavioral and academic outcomes educators and districts strive
for.
Adopting procedures from trauma-informed public health models, Lynch et al. (2020)
described the trauma-informed strategies occupational therapists (OTs) can use with their
students. As there is no specific model in the literature assigned to SLPs, an OT perspective is
the next closest to analyze, and possibly adopt. The authors outlined the role of OTs across the
MTSS Tiers, highlighting the responsibility of making all children feel safe at Tier 1, consulting
with teachers and providing needed classroom accommodations and modifications at Tier 2, and
designing individualized interventions specific to each child’s medical, social, and academic
barriers at Tier 3 (Lynch et al., 2020). Within Tiers 2 and 3, OTs took a collaborative,
consultative approach on top of their intervention role with teachers to aid in the connection
between IEP goals and the classroom. This model can be easily altered to fit the responsibilities
of an SLP in the schools, while also aligning well with that of SAMHSA’s (2014) key principles
and implementation recommendations.
What Speech-Language
Pathologists Can Do
As with learning, remediation of speech and language skills cannot occur if a student is
dysregulated and/or does not have a healthy, trusting relationship with the service provider.
Without the initial establishment of trust and safety, children cannot be expected to meet the
goals on their IEP, much less the expectations outlined by Common Core. Though there is a lack
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of description regarding the responsibilities of SLPs within trauma-informed approaches, Hyter
(2021b) outlined how SLPs can engage in trauma-informed practices. These include engaging in
transdisciplinary practices, understanding the impact of trauma on the brain, sensory system,
communication, recognizing the trauma response, building relationships of trust and safety, and
promoting resilience. Similarly, Rupert and Bartlett (2021) noted that SLPs need supports and
education in asking families about exposure to trauma, as missing this relevant information could
result in “inappropriate or incomplete referrals, intervention goals, and strategies” (p. 298).
Outside of Hyter’s (2021b) recommendations and Lynch’s (2020) description of OT
practices, there is limited research regarding the role of SLPs in trauma-informed practices.
Rupert and Bartlett (2021) investigated SLPs’ knowledge, beliefs, training, and current practices
surrounding trauma and attachment; however, it remains unclear what is within an SLP’s scope
and when to refer to other professionals. Furthermore, the literature lacks descriptive reports
from all school staff regarding the implementation of trauma-informed approaches. Maynard et
al. (2019) conducted a systematic review of trauma-informed approaches in schools, hoping to
examine the effectiveness of such programs. Despite a thorough examination of the literature, no
studies met the criteria for their review, indicating that approaches are being implemented, yet
they are not being measured for efficacy. Not only are approaches not being quantitatively
measured, but the authors also reported a lack of qualitative description of whole-school
implementation of trauma-informed practices (Maynard et al., 2019). Similarly, Shelley Thomas
et al. (2019) highlighted the absence of literature exploring the experiences and impacts of
school-based staff. The authors urged readers to consider what staff experiences, skills, and
contributions could add to the research base to better inform the implementation of traumainformed practices in schools. Not only is it important to detail the trauma-informed practices
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used by staff that elicit student success, but it is just as important to explore barriers to
implementation that may arise at the individual, team, school, and district levels.
Summary
Trauma can have significant impacts on social, emotional, cognitive, linguistic, and brain
development, which affect a child’s ability to adequately perform in the traditional school
environment (Shelley Thomas et al., 2019). A majority of youth in the United States are expected
to be exposed to at least one traumatic event prior to their 18th birthday, and many of these youth
will experience multiple forms of trauma before they reach adulthood (Brennen et al., 2019).
With these staggering statistics, widespread intervention is needed to support children who have
been exposed to trauma. The school setting is the solution, as children spend a large portion of
their days at school, and many schools already have PBIS and MTSS frameworks in place, in
which trauma-informed practices could be incorporated into (Lynch et al., 2020). Many state
education systems and local districts have adopted SAMHSA’s (2014) trauma-informed guiding
principles and begun to implement them into their current systems as they see fit. There,
however, remains a significant discrepancy within and between states (Shelley Thomas et al.,
2019).
Despite the call for whole-school implementation and consistency in trauma-informed
practices across staff and settings, expanded PBIS and MTSS frameworks focus on the roles and
trainings of teachers and mental health professionals (Lynch et al., 2020). While all educational
professionals play a significant role in children’s school lives, children who have experienced
maltreatment are seven times more likely to be referred to an SLP and receive special education
services at a higher rate than the general population (Henry et al., 2007; Jonson-Reid et al.,
2004). Children with disabilities are also more likely to experience trauma, which can result in
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additional deficits (Henry et al., 2007; Jonson-Reid et al., 2004). It is reasonable to believe that
special services providers, including SLPs, must be trained in and be expected to implement
trauma-informed practices alongside teachers and mental health professionals.
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CHAPTER III
RESEARCH METHODS
This chapter details the research methods that were utilized in this qualitative study to
explore the feelings, attitudes, and reported behaviors of SLPs regarding trauma-informed
practices in the educational setting. Qualitative studies attempt to “understand situations in their
uniqueness as part of a particular context and the interactions there” (Merriam & Tisdell, 2016,
p. 15). Four key characteristics underlie qualitative research: focus on meaning and
understanding, researcher as the primary instrument, an inductive process, and a richly
descriptive product (Merriam & Tisdell, 2016). In addition to the primary qualitative
characteristics, the philosophical and theoretical approaches on which this study’s framework
was constructed, is discussed. A basic qualitative design was determined to be the most
appropriate to understand elementary school speech-language pathologists’ feelings, attitudes,
and behaviors regarding trauma-informed practices. Participant selection and the procedures
used to collect and analyze the data to answer the research questions are discussed, alongside
procedures used to reduce bias and to increase credibility, dependability, and transferability.
Researcher Perspective
The first step in the qualitative research process requires the researcher to consider what
they bring to the study, such as personal history, view of themselves and others, and ethical and
political issues (Creswell & Poth, 2018). Merriam and Tisdell (2016) described the importance
of self-identifying biases and “monitor[ing] them in relation to the theoretical framework and in
light of the researcher’s own interests” (p. 16). My personal experiences with this research topic
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cannot be ignored, as they could have influenced how I interpreted and analyzed the data;
therefore, I acknowledge my personal experiences and perceptions surrounding the topic.
Researchers must explain their biases, dispositions, and assumptions related to the
research to provide the reader with an understanding of how the “researcher’s values and
expectations influenced the conduct and conclusions of the study” (Merriam & Tisdell, 2016, p.
249). This reflection, known as reflexivity, describes the reciprocal relationship between the
researcher and the research process (Merriam & Tisdell, 2016). Using reflexivity, I explored and
detailed my perspective on the research topic, as well as experience with the topic that may have
influenced how I interacted with the participants and how their perspectives aligned or conflicted
with my own.
As a speech-language pathology graduate student, I hold the perspective that all behavior
is a form of communication, meaning that when a child engages in some type of behavior (e.g.,
aggression, withdrawing), they are attempting to communicate something they cannot express
using language. In the year between completing my undergraduate studies and beginning
graduate school, I worked as an elementary school special education paraprofessional and
student response team member, in which I was introduced to and trained in trauma-informed
practices. As discussed in the literature review, compliance-based classroom management
systems disregard the underlying causes of dysregulation and deem physical methods of
communication as “inappropriate” or “disruptive” behavior, while trauma-informed practices
require exploration into the why a behavior is occurring and what the child is attempting to
communicate (Plumb et al., 2016). With my experience implementing trauma-informed practices
and personal beliefs about the functions of behavior, it can be said that I am a strong advocate for
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the use of trauma-informed practices in the educational setting, especially by speech-language
pathologists.
During my time as a student response team member, I encountered a particular scenario
that solidified my belief in trauma-informed practices. I received a call for support with a
second-grade boy, who had become physical with the classroom aide and would not let go of her.
I had previously worked with this boy and knew he had trauma in his past. I also knew he
reverted to an infant-like emotional state and behaviors when he was dysregulated. We were
trained to meet children at their cognitive and emotional state when dysregulated; therefore, once
I removed the boy from the aide, I began to rock him, as one would to soothe an infant. Within
tens of seconds, the boy began to calm and regulate. Had this boy been responded to with
compliance-based management strategies, the result likely would have been the opposite. Once
the boy was regulated, restorative justice was used to mend the relationship between the student
and the classroom aide. This boy’s case is not unique, rather it demonstrated to me the
importance going beyond a surface-level interpretation of a child’s behavior.
Philosophical Approach
Research can be thought of as “inquiring into, or investigating something in a systematic
manner” (Merriam & Tisdell, 2016, p. 3). Research can be organized into categories, two of
which are basic and applied. Basic research is driven by the goal to expand upon knowledge,
while applied research is motivated by the opportunity to improve the quality of practice within a
specific field. This study was constructed upon applied research philosophy, as it was motivated
by the desire to improve the trauma-informed practices of elementary school speech-language
pathologists. Qualitative research focuses on understanding perspectives that participants have
constructed to make sense of their worlds, which has the most promise for making a difference;
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therefore, researchers seeking to improve practice may have their questions best answered
through qualitative design (Merriam & Tisdell, 2016). As previously mentioned, the underlying
factors of qualitative research include a focus on meaning and understanding, the researcher as
the primary instrument, an inductive process, and inquiry that is richly descriptive (Merriam &
Tisdell, 2016). Through the use of the aforementioned characteristics, researchers can construct a
complex, detailed understanding of a specific issue that individuals face. A qualitative approach
was deemed the appropriate method for use in this study, as it provided an in-depth
understanding of elementary school speech-language pathologists current feelings, attitudes, and
reported behaviors regarding trauma-informed practices.
Theoretical Framework
Qualitative research is grounded in theoretical perspectives that provide a framework
based on research purpose, type of research used, and how reality is viewed. Interpretivism was
the theoretical framework used for the current study. Interpretivism, also coined constructivism,
assumes there are multiple interpretations of reality, in which individuals develop subjective
understandings of their experiences (Creswell & Poth, 2018). In interpretivism, the researcher
primarily relies on participants’ views of events that are formed through interactions with others
and cultural and historical norms. Researchers acknowledge that their personal background
influences their interpretation of the meanings participants prescribe to their experiences
(Creswell & Poth, 2018). Interpretivism is appropriate for this study, given my experience with
and perspectives surrounding trauma-informed practices. Multiple individuals, their experiences,
and their perspectives were considered and interpreted in line with the framework.
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Methodology
Within interpretivism are multiple approaches to gathering and analyzing qualitative data.
A basic qualitative design, grounded in interpretivism, was selected for this study. Basic
qualitative researchers seek to understand how participants make sense of their experiences, as
constructed through engagement with the world (Merriam & Tisdell, 2016). Data for basic
qualitative studies are collected through participant interviews, observations, or document
analysis. Once data are collected, the researcher analyzes the data by identifying repeated
patterns. The recurring patterns, or themes, supported by the data constitute the research
findings. The goal of basic qualitative research is for the findings to uncover the meanings
participants have constructed about their worlds in an attempt to inform current practices. A
basic qualitative design was best suited for this study, given the desire to examine the
perspectives of elementary school speech-language pathologists surrounding trauma-informed
practices. Understanding the feelings, attitudes, and reported behaviors of speech-language
pathologists regarding trauma-informed care informed, and possibly improved, current practices.
Participants
In purposefully selecting participants for a qualitative study, a researcher must decide
who to select, the specific type of sampling strategy, and the size of the sample (Creswell &
Poth, 2018). Purposeful sampling is used when a researcher wants to “discover, understand, and
gain insight and therefore must select a sample from which the most can be learned” (Merriam &
Tisdell, 2016, p. 96). Within purposeful sampling, the researcher must create criteria that reflect
the purpose of the study, which will guide in developing an in-depth understanding of
information-rich cases. The present study utilized purposeful sampling and included the
following criteria: (1) participants practicing as licensed school speech-language pathologists, (2)
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participants employed at elementary schools that utilize trauma-informed practices, (3)
participants currently practicing in Colorado, (4) participants willing to partake in the study.
Multiple types of purposeful sampling can be used by researchers to gather participants;
the particular type utilized for this study was convenience sampling. Convenience sampling
involves a selection of participants based on time, money, location, and availability of
participants (Merriam & Tisdell, 2016). For this study, participants were located through the
Colorado Department of Education SLP LinkServ, as well as professional colleagues of the
research advisor on the Colorado Department of Education Speech-Language Advisory
Committee (SLAC). A research flier, approved by University of Northern Colorado’s
Institutional Review Board (IRB), was sent out to the SLAC LinkServ on two separate
occasions. With limited responsivity from the LinkServ, the researched reached out to individual
SLAC members via email about participating.
For qualitative designs, the number of participants cannot be predetermined, as it depends
on the research questions, data to be gathered, analysis in progress, and the resources available to
support sampling. The researcher focused on sampling an adequate number of participants to
reach saturation, the point at which no new information is found during data collection (Merriam
& Tisdell, 2016). To know when saturation has been reached, researchers must engage in
analysis alongside that of data collection. Creswell and Poth (2018) indicated that
phenomenological studies ideally contain three to 10 participants but have seen up to 325. The
researcher’s goal was to have between seven and 10 participants and to interview participants
that demonstrated maximum variation in age, years of experience as a school SLP, and years of
implementing trauma-informed practices. Sampling resulted in five total participants.
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Institutional Review Board
Approval
An application for exempt review from the Institutional Review Board (IRB) was
submitted to the University of Northern Colorado (UNC) and determined to be exempt on
October 11, 2021. The exemption notice can be found in Appendix B. Due to unforeseen
changes in original methodology, a revised protocol was submitted on November 7, 2021 and
returned with approval on November 12, 2021. Participants were not contacted and no data were
collected until the revised protocol was approved.
Informed Consent
Participants signed an informed consent form before data collection began. Each
participant received a full description of the study, a consent form, and a short demographic
questionnaire prior to the interview. At the beginning of each virtual interview, the researcher
reviewed the consent form and assured participant that all information will remain confidential.
Pseudonyms were chosen by individual participants in the demographic survey to further ensure
confidentiality. Participants were informed that printed copies of consent forms will remain in a
locked drawer in the research advisor’s office at UNC for a period of three years, after which
they will be destroyed. Participants were given the opportunity to ask any questions they had
pertaining to the study and, or their participation prior to signing the consent form. The informed
consent form given to participants can be found in Appendix C.
Data Collection
Reflexivity
To eliminate researcher bias that can impact data collection, analysis, and results,
Creswell and Poth (2018) recommended that researchers utilize reflexivity. As previously noted,
reflexivity is the researcher’s description of their background, how it informs their interpretation
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of the data collected, and what they stand to gain from conducting the study (Creswell & Poth,
2018). For my study, I engaged in reflexive journaling prior to each interview. In my journaling,
I documented my expectations for the interview, as well as my past experiences with and current
beliefs about trauma-informed practices. This reflexive journaling allowed me to reflect on my
personal biases surrounding the topic to then work to eliminate its impact on my data analysis
and findings.
Interviews
The main source of data for this study were semi-structured researcher-participant
interviews. Merriam and Tisdell (2016) noted that interviewing is necessary when behaviors,
feelings, and world interpretations cannot be observed. As the goal of the study was to examine
the thoughts, feelings, and reported behaviors of SLPs regarding trauma-informed practices,
interviews were the most appropriate form of data collection for this study. Though observations
would have provided useful supplemental data in supporting reported participant behaviors,
COVID-19 protocols are ever-changing and unpredictable. Person-to-person interviews are the
preferred method of interviewing, according to Merriam and Tisdell (2016); however, interviews
were conducted via Zoom to ensure the health and safety of both myself and participants in light
of the pandemic.
According to Kvale and Brinkmann (2015), participant interviews are conducted to
“unfold the meaning of their experience [and] to uncover their lived world” (p. 3). With this in
mind, Creswell and Poth (2018) outlined the dynamics between interviewer and interviewee that
researchers must be mindful of. The first issue that was addressed was the unequal power
dynamic between the interviewer and interviewees, as interviews are inherently controlled by the
interviewer and their agenda. To counter this dynamic, Kvale and Brinkmann (2015) promote a
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collaborative type of interviewing, in which the researcher and participant contribute equally to
questions, interpretations, and reports. This type of collaborative interviewing was implemented
to conduct the most informative, yet comfortable interview for both the researcher and
participants.
Creswell and Poth (2018) recommended researchers create a protocol to guide the
interview process. To help guide my interviews, I created an interview protocol with questions to
aid in answering my research questions. In a semi-structured interview format, questions should
be flexibly worded and open-ended, as to encourage collaborative discussion based on each
individual participant and interview experience (Merriam & Tisdell, 2016). The interview
questions included several types of questions, including experience, reported behavior, opinion,
feeling, and background/demographic. The following are examples of interview questions:
1. What is your school-designated role as an SLP regarding trauma-informed practices?
2. What and how much training in trauma-informed practices have you received?
3. Provide an example of a situation in which you utilized trauma-informed principles in
your work as an SLP.
4. Do trauma-informed principles impact the way you approach collaboration with your
colleagues? How so?
A complete list of interview and demographic questions can be found in Appendix D.
Data Analysis
Data analysis can be thought of as a spiral, in which researchers organize data, conduct
preliminary read-throughs of databases, code, organize themes, represent the data, and construct
an interpretation (Creswell & Poth, 2018). The data for this study were organized into files and
Word documents on a password-protected computer. Within one week of each interview, I
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transcribed the audio recording using a computer-assisted software program. Once the transcript
was complete, it was sent to the corresponding participant within one week of the interview to
conduct member checking. This strategy, utilized for credibility, involves the participants
examining their transcripts to review what they stated in the interview(s) and whether it aligns
with their perspectives. Member checking is common tool used to eliminate the possibility of
misinterpreting a participant’s response in data analysis (Creswell & Poth, 2018).
Merriam and Tisdell (2016) recommended that data collection and analysis for qualitative
research be simultaneous; therefore, I immersed myself in each transcript as they were collected
from participant interviews. I read and re-read the transcripts, while making notes to myself in
the margins regarding data that could be useful in analysis, also known as open coding. In
addition to making notes in the margins, I utilized memoing procedures to create an audit trail,
which was later used to establish the dependability of the data. Memos are short phrases and/or
key ideas that a researcher comes upon when reviewing data and should be practiced throughout
transcript review and in developing conclusions (Creswell & Poth, 2018).
Theme Reduction
Following transcription of the interviews, member checks by the participants, and my
initial read through of each transcript, I will independently code each interview. Coding involves
the aggregation of data into manageable words or short phrases that are used to answer research
questions (Creswell & Poth, 2018). All data analysis was conducted using a word-processing
program, a digital note-taking app, and hard copies of deidentified transcripts. Qualitative
software assistance was not used for this study. As previously stated, data collection and analysis
occurred simultaneously; therefore, coding of each interview took place throughout the data
collection process, rather than after all of the interviews are conducted and transcribed.
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Initial codes were marked in the margins of each transcript and transferred onto a master
list of codes. As a beginning researcher, Creswell and Poth (2018) recommended that I begin
with a short list of initial codes, known as lean coding, and expand to no more than 25-30 codes
when my final review of all transcripts is complete. Following the open coding of the first
interview, I completed analytical coding, in which I grouped similar codes together. The same
procedure was followed for the remainder of the transcripts. The analytical codes from the first
transcript were combined with the remaining transcripts to create a master list that was used to
identify five to six themes that reflected the data (Merriam & Tisdell, 2016). Constructed themes
should be exhaustive, mutually exclusive, sensitive, conceptually congruent, and able to answer
the research questions (Merriam & Tisdell, 2016). To aid in winnowing down my themes, I
noted the number of participants that discussed a specific idea, as frequency is an indicator of an
important idea (Merriam & Tisdell, 2016).
Validity and Reliability
Being able to trust research is important, especially in fields in which professionals are
dealing in people’s lives. To determine the authenticity and trustworthiness of qualitative
research, studies must establish credibility, dependability, and transferability (Merriam &
Tisdell, 2016). Credibility, also known as internal validity, is established through the congruence
between research findings and reality. While an objective reality cannot be established in work
with human subjects, researchers can utilize member checks to identify any researcher biases or
misunderstandings that may affect interpretation of the data. Credibility was also established
through researcher reflexivity, where I disclosed my biases and dispositions about the research
topic.
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Dependability, also known as reliability, is used to determine whether or not research
findings are consistent with the data collected (Merriam & Tisdell, 2016). Though human
participants can be unreliable in the traditional quantitative sense, qualitative research can be
considered dependable if the findings are consistent with the data presented. Qualitative
researchers can utilize a number of strategies to ensure dependability, including triangulation,
peer examination, investigator’s position, and the audit trail. As previously mentioned, I used an
audit trail to establish dependability of this study. The results chapter describes in detail how I
collected data, selected my themes, and how I made decisions through data collection and
analysis.
Transferability, known in quantitative research as external validity, is concerned with the
extent to which the findings can be generalized to the average population (Merriam & Tisdell,
2016). Because qualitative research is chosen to study specific, unique cases, generalizability lies
in the hands of the reader. It is up to the reader to decide whether the findings apply to their lives
and experiences; however, the researcher must utilize rich, thick description to allow for such
transferability to occur. Studies that utilize rich, thick description have a detailed presentation of
the participants, setting, findings, and evidence (e.g., direct quotes, field notes). Researchers can
also be mindful in their sample selection as to create maximum variation. Researchers who use
maximum variation purposefully choose a diverse group of participants to “get variation on
dimensions of interest” (Merriam & Tisdell, 2016, p. 257). For my study, I utilized both rich,
thick description and attempted maximum variation to promote findings that serve to improve
current practices.
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Data Handling Procedures
Data from live researcher-participant interviews were recorded using Zoom’s recording
software and transcribed within one week of the interview using a computer-assisted software
program, Otter.ai (2022), on the researcher’s password protected computer. Following the
transcription of the audio recordings, they were permanently deleted from the researcher’s
password-protected computer. All Word files were saved to the researcher’s password-protected
computer. The only individuals who had access to the data were my primary research advisor
and I. Due to the virtual nature of interviews and communication with participants, digital
consent forms are in a folder on the researcher’s password protected computer, and printed hard
copies are kept in a locked file cabinet in the research advisor’s office for three years postcollection. After the three years, the forms will be destroyed.
Summary
This chapter described the research methods that were used in this basic qualitative
research study. Interpretivism was used to guide this applied research study, and participants
were selected based on convenience, a set of inclusion criteria, and the researcher’s desire for
maximum variation. The research study was submitted to UNC’s IRB, and approved on October
11, 2021, and its revision was approved on November 12, 2021. Each participant signed a
consent form prior to participating in research-participant semi-structured interviews. Once
coding was completed, the codes were narrowed down into prominent themes that answered the
research questions. Credibility, dependability, and transferability were addressed using member
checks, reflexivity, an audit trail, rich, thick description, and maximum variation.
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CHAPTER IV
RESULTS
Introduction
The following chapter presents qualitative data and analysis gathered to answer the
following research questions regarding the feelings, attitudes, and reported behaviors of SLPs
regarding trauma-informed practices in the educational setting:
Q1

What are the feelings, attitudes, and reported behaviors of speech-language
pathologists regarding trauma-informed practices (TIP) in the elementary school
setting?
Q1a

What, if any, are the expected roles of SLPs in relation to TIP?

Q1b

What trauma-informed practices are being implemented by SLPs in
elementary schools across Colorado?

Q1c

What does interprofessional collaboration look like in the school setting for
SLPs related to trauma-informed practices?

Q1d

What is in place to foster, or preclude, TIP implementation by SLPs?

Q1e

What is the perceived influence of TIP on academic, social, and emotional
engagement of students seen by SLPs?

The results presented include data collected from participant interviews. Participant
descriptions, obtained from demographic surveys, are discussed to provide a better
understanding of each participant, thus, providing context for their responses to the interview
questions. As described in the methodology chapter, data collection and analysis occurred
simultaneously and resulting codes were grouped into five themes. The five themes are
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presented, allowing the reader to understand the feelings, attitudes, and reported behaviors of
SLPs regarding trauma-informed practices.
Participant Descriptions
Five participants were included in this study, all from various locations in Colorado. All
participants are SLPs, each holding their Certificate of Clinical Competence (CCC) from ASHA,
who work in the public K-12 education setting. Four participants work in suburban school
districts, and one works in a small mountain school district. All five participants identify as
female and use the pronouns she/her/hers. Individual participant descriptions are outlined below,
using participant-chosen pseudonyms and age-range categories, to aid readers in better
understanding the participants.
Liz
Liz is a White SLP, between 30 and 39 years old, with 10 years of experience as a
licensed SLP in the public education system. Liz works in a suburban school district, comprised
of 68% White, 19% Hispanic/Latinx, 6% two or more races, 5.7% Asian/Pacific Islander, 1%
Black or African American, and 0.3% American Indian or Alaskan Native students. She has been
incorporating trauma-informed practices into her work as an SLP for the past 2-3 years.
Libby
Libby is a White SLP, between 20 and 29 years old, with 6 months of experience as a
SLP Clinical Fellow in the public education system. Libby works in a suburban school district,
comprised of 72.9% White, 18.6% Hispanic/Latinx, 3.8% two or more races, 2.9% Asian/Pacific
Islander, 1.2% Black or African American, and 0.5% American Indian or Alaskan Native
students. She has been incorporating trauma-informed practices into her work for the past 9
months.
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Veronica
Veronica is a White SLP, between 40 and 49 years old, who has been a licensed SLP for
28 years and has been working in the public education system for 22 of those years. Veronica
works in a small mountain district with students K-12, and her district is comprised of 41.3%
White, 55.6% Hispanic/Latinx, 1.6% two or more races, 0.8% Asian/Pacific Islander, 0.3%
Black or African American, and 0.3% American Indian or Alaskan Native students. She has been
incorporating trauma-informed practices into her work as an SLP for the past five years.
Lucky
Lucky is a Hispanic/Latinx bilingual SLP, between 40 and 49 years old, who has been a
licensed SLP in the public education system for 17 years. Lucky works in a suburban school
district, primarily evaluating students, and her district is comprised of 55.4% White, 37.6%
Hispanic/Latinx, 5.4% two or more races, 0.7% Asian/Pacific Islander, 0.5% Black or African
American, and 0.3% American Indian or Alaskan Native students. She was unsure of the specific
amount of time she has been incorporating trauma-informed practices into her week as an SLP.
Karla
Karla is a White SLP, between 40 and 49 years old, who has been a licensed SLP in the
public education system for 20 years. Karla works in a suburban school district, comprised of
46.6% White, 42% Hispanic/Latinx, 3.3% two or more races, 5.7% Asian/Pacific Islander, 1.8%
Black or African American, and 0.5% American Indian or Alaskan Native students. She has been
incorporating trauma-informed practices into her work for the duration of her career as an SLP.
Questions Posed to Participants
Interview questions were presented to the participants one at a time, with flexibility
depending on the flow of the conversation/conversational topics brought on by the participants,
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to determine the (a) designated role, or lack thereof, of speech-language pathologists in traumainformed practices; (b) current trauma-informed practices being utilized by SLPs; (c)
collaboration in relation to trauma-informed practices; (d) barriers and elicitors of traumainformed practice use; and (e) the perceived influence of trauma-informed practices on various
student outcomes. Formal interview questions can be found in Appendix D.
Themes
Participants’ answers to the interview questions, as well as other topics discussed, were
transcribed using computer software and analyzed by hand. Each transcript was coded multiple
times, using memoing procedures, and resulting codes were reduced into descriptive categories.
The resulting codes and subcodes were then organized in a table and further analyzed for
comprehensive themes. From the coding process, five overarching themes emerged; each of
which provided an in-depth understanding of the research questions and the experience of SLPs
utilizing trauma-informed practices. These themes included: (a) internal motivation to utilize
trauma-informed practices; (b) foundational triad of safety, trust, and connection; (c) flexibility;
(d) policy as the ultimate barrier; and (e) collaboration and communication. While these were the
themes resulting from data analysis, individual participant feelings, attitudes, and reported
behaviors varied, resulting in data rich with different perspectives and applications of traumainformed practices.
Internal Motivation to
Use Practices
From the beginning of the interviews, participants were asked to detail their roles as SLPs
in utilizing trauma-informed practices. Each participant, while not explicitly saying so, outlined
the internal and external factors at play in implementing trauma-informed practices into their
work as SLPs. Participants voiced similar experiences in terms of professional development and
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misaligning school, district, and state expectations; however, individual experiences varied
depending on specific student populations, administrative beliefs, and experience of cooperating
staff members.
Most apparent during the interviews was the variance in administrative expectations for
the use of trauma-informed practices and deviations in expectations amongst individual schools
within the same district. Liz and Lucky’s districts do not have requirements in place for the
implementation of trauma-informed practices. Though no mandate existed in either district, staff
members were not barred for using the practices. “It’s supported by admin, [but] it’s not a
mandate [or] followed up on in any concrete way,” Liz shared. In contrast to Liz and Lucky,
Veronica, Libby, and Karla’s districts advocated for the use of trauma-informed practices and
encouraged use by all staff in the district. However, variations in practice use were still found
amongst individual schools, despite the call for whole-district implementation. “At one school,
restorative justice is a function that is brought in by the administration, and [at] another school,
they have a behavior rubric or something along those lines,” Veronica explained. Karla shared a
similar experience with her school’s practices compared to others in the district, “I would say
district wide, [trauma-informed practices] are encouraged; our school is just kind of on top of it.
Our school is probably more advanced than maybe other ones in the district.” For Veronica, one
school’s use of trauma-informed practices came from servicing a particular student population.
“It definitely differs by school. My school with the [affective needs] program… operates very
effectively from a trauma-informed place,” Veronica expressed. Even with encouragement to
utilize the practices from a district level, a lack of formal mandates resulted in varied practice
implementation amongst school staff. With differences in administrative opinion also came
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differences in reported training and professional development for staff members on traumainformed practices.
Due to a high percentage of trauma amongst the student population at Libby’s school,
administration conducted school-wide trainings, sent weekly emails reflecting on behaviors and
changes to be made, required Crisis Prevention Institute (CPI) certification to assist in behavior
management, and provided additional professional development opportunities in traumainformed practices. In contrast, Lucky’s district did not require any trainings around traumainformed practices, until recently, when the Colorado Department of Education (CDE) mandated
trauma-informed course(s) to continue holding a professional license. “Unless [it] was part of
your profession to be informed in [trauma-informed practices], I don’t feel like the teachers were
getting much of that at all,” she noted. With such variances between districts in the same state
and within individual districts themselves, it raised the question as to how each of the
participants came about trauma-informed practices and began implementing them.
When a teacher strapped with knowledge of trauma-informed practices came to Liz’s
district and began demonstrating the benefits, she claimed she “jumped on board.” “It hit a lot of
things that I instinctively felt were the right thing to do,” she noted. Veronica shared a similar
thought she had when reading paperwork for incoming students who had experienced trauma,
“What saved me, knowing all of that, is that I can do something. These trauma-informed
practices are specific and meaningful, and there are very specific things you can do to help [the
students].” Lucky, as one of the few providers in her district utilizing trauma-informed practices,
held a position similar to the teacher who introduced Liz to the practices. Lucky believed, “If we
can just get one strong teacher, you know, the leader of the pack to buy it, I think that’ll just be a
domino effect. It’s just getting that one teacher to buy in.” It became evident by this point in
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analysis that even with external examples of the practices and reinforcement from
administration, it is up to the individual professional to implement trauma-informed practices,
which comes from the internal belief that they’re effective and appropriate to use with students.
During the interviews, it was apparent that each of the participants believed in traumainformed practices and engaged in the practices based on education and encouragement they’d
received by administration and/or allied professionals, as well as practices aligning with what
they felt in their guts were right. However, with great variation in district and individual
administration requirements, trainings, and beliefs comes inconsistent motivation to utilize
trauma-informed practices. As Lucky, and multiple other participants stated, “It is individual
people having to do a lot of the work.” Without a formal mandate of practice use, professionals
must lean into their internal belief system to carry how they navigate student behavior. Each of
the participants demonstrated just that.
Foundational Triad
Throughout the interviews, participants consistently highlighted the establishment of
safety, trust, and connection as the most important part of their practices. For the purposes of this
research, these three principles are grouped into a category called the “foundational triad”, as
participants alluded to safety, trust, and connection’s roles in laying the foundational groundwork
for student learning and success.
Safety, trust, and connection do not function individually within trauma-informed
practices, rather they have a reciprocal relationship in ensuring the foundation for learning
(Bowen, 2021). “I think they’re what we need as humans to survive in the world, and those little
humans don’t have them,” Veronica suggested. As discussed in the literature, many students who
have experienced trauma have yet to establish a foundation of safety, or have gaps in their
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foundation, which can prohibit them from being successful at school. “If you take care of the
kids and they’re safe, then they’re ready to learn. And if they’re ready to learn, then they’re
ready to be a student,” Veronica stated. Ensuring safety, trust, and connection with students came
in many forms for the participants, including operating from a place of safety first,
communicating expectations, writing antecedent strategies into IEP accommodations, and
advocating for patience in students making progress towards their goals.
Every participant, in some capacity, discussed the importance of establishing safety, trust,
and connection prior to beginning any type of work, intervention or otherwise. “The first one I
think kids needs to learn is they’re safe,” Veronica expressed. “Even if you call me all the
horrible things that just poured out of your mouth, I’m still here. I’m not leaving; you’re safe. I’ll
be here tomorrow and the next day because I care,” she shared. As evident by Veronica’s
example, safety cannot be separated from the promise of connection or trust that the person they
feel safe with will be there no matter what. Multiple participants shared additional systematic
examples of establishing the foundational triad during the school day, such as check-in/out
systems with designated staff. At Karla’s school, children who have been identified as needing
some extra supports are paired with a trusted adult (e.g., office secretary, PE teacher, social
worker) for daily check ins and check outs during the school day. Karla explained, “Maybe our
PE teacher checks in with the kid or the office checks in every morning, just so they have a good
start.” Such check ins provide students with the assurance that when they enter school, they will
immediately be with a safe person they trust, rather than having to actively seek out a staff
member for solace.
Another important aspect of eliciting safety, trust, and connection with students, was the
establishment of clear expectations. Expectations discussed by participants did not solely mirror
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the hierarchical teacher expectations for students (e.g., sit in your seat and listen while I teach);
rather, staff clearly communicated behaviors and outcomes students could expect from their
teachers and peers, as well. Often, these expectations were part of what is known as restorative
justice, or the bringing together of affected parties to make amends and resolve the present issue
(Müller & Kenney, 2021). Students in Liz’s school know, “If you messed up the room, you’re
going to have to clean that up. You might [also] need to check in with your classmates and make
sure they’re feeling safe around you again.” This establishment of expectations could then be
understood by the student reciprocally. If their peer(s) were to engage in the same behavior, they
could reasonably expect them to check in following the incident to re-establish trust and safety.
Karla’s school utilized a similar approach, in which they “try to create a really predictable
environment for all kids, so they know their expectations.” Predictability creates a positive
domino effect for students, such that when their expectations are consistently practiced, they can
then feel safe and establish trust with peers and adults that result in connection. For instance, a
teacher at Liz’s school, with established expectations for students and consistent use of traumainformed practices, announced her departure to her students. Upon this announcement, Liz noted,
“The way the kids are reacting to her leaving… you can tell they feel a real connection. They’ve
specifically voiced concerns about classroom structures that could change.” When provided
expectations, students attach to them because they provide a foundation of safety, and when that
foundation is disrupted, they demonstrate concern and may react (Bowen, 2021).
To expand upon the role of expectations in the foundational triad, participants discussed
how expectations contribute to students’ perceptions of themselves and their connections with
others. “If we give them expectations, that’s what they’re going to live up to. [If you] give him
the expectation of being a bad kid, [then] absolutely, he’s going to be a bad kid,” Lucky shared.
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Liz expressed a similar narrative, “They don’t feel like they’re getting feedback because they’re
a bad kid or because that person doesn’t like them. They feel like, ‘Oh, this person wants me to
be better and they want to be around me. So, they want me to stop doing this thing, and I can
help them feel safe by doing that.” Children are intuitive and often use the expectations of those
around them to guide them in their behavior, which can take one of the avenues outlined by the
participants (Stuhlman & Pianta, 2002)
With district and individual school variances in trauma-informed practice requirements
came inconsistent use of practices by school staff. To provide an extra layer of assurance that
staff would provide students with the foundation they need to learn, many of the participants
discussed the incorporation of accommodations related to the foundational triad into
individualized education programs (IEPs). For students who have experienced trauma and/or
have tumultuous home lives, their foundation may be undermined by hunger, difficulty trusting
adults, and/or low self-esteem, which may result in difficulty participating in classroom activities
or behaviors (e.g., aggression, withdrawing). Liz’s special education team deliberately writes
trauma-informed strategies into the accommodation section of IEPs for teachers that may not be
as inclined to perform them without the legal obligation of an IEP the document. “Antecedent
strategies might be providing a snack, asking ‘Are you hungry?’ It might be things like
intentional relationship building, where we’re going to specifically build time in their schedule
for us to have fun and get to know each other and build some trust.” Lucky expanded upon this
perspective, adding, “Not only as a reminder, but if they end up moving to the next grade level
that this is what was happening… that either helped or didn’t help.”
Because participants and their fellow staff often took time to help students strengthen
their foundational triad or stepped away from intervention to address them, it took students
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increased amounts of time to demonstrate expected behavior in their classrooms and meet their
IEP goals. Despite the extensive time needed, students were still making progress. Veronica
shared, “[At first, the affective needs students] were screaming and hollering and climbing the
walls, and now they can sit for a 30-minute speech-language lesson. I’m demonstrating progress
over time.” Similarly, Karla worked with one student who spent most of his time under the table
in his classroom and had strong negative reactions towards a slight change in any adult’s tone of
voice. With time and patience, the student grew his tolerance. Karla reported, “By the time he
was in fifth grade, he was able to deal with it and just know that everyone changes their
intonation [when speaking].”
A solid foundational triad allowed students to demonstrate progress in skills they’d
learned. Liz saw growth in social skills, specifically. “Their social skill goals improve because
it’s not just a lesson; we’re talking, we’re connecting, and they’re more invested in hearing what
I have to say and taking [it] into consideration.” Liz continued with a specific example from her
teaching. “I talk with my kids about how we give feedback, get feedback, react to feedback, and
how adults get feedback. [One day], the resource teacher had to give [a] kid some feedback, and
one of my kids goes, ‘Nice feedback, Miss X.’ It’s sticking; it’s working.” Because of the
connection the student had with the teacher, he felt safe enough to use the skills he learned and
acknowledge the feedback she provided to another student.
Flexibility
In education, the goal is to serve the whole child and adapt to individual needs; however,
the drive for average and above-average performance on classroom assessments and state testing
have shifted some professionals to a focus on skill presentation. Children are much more
complex and intricate than their academic performance and standardized scores, though.
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Quintessential interactions, assessment, and intervention require professionals to consider the
whole child, including their history and day-to-day functioning, rather than a sole focus on how
they’re performing academically. Throughout conversations with participants, it was evident that
flexibility is essential not only in their work as SLPs, but also in implementing trauma-informed
practices that are effective and efficacious. Flexibility is closely related to the foundational triad,
as participants emphasized the transition that must be made between working on goals and
focusing on trauma when it arises for students. Not only must SLPs be flexible in the moment
when working with students, but participants also mentioned the importance of being flexible in
assessment and material use based on students’ backgrounds and experiences.
Libby discussed a situation she encountered with a specific student she worked with.
During their individual session, the student brought up that he was experiencing physical abuse
at home. In that moment, Libby had to be flexible and make a critical clinical and human
decision. “Trauma’s coming up. We’re not going to learn our verbs, so just address the situation,
make them feel validated, and [ask] if they’re okay and if we can tell other people, so they can
get the help they need.” Veronica shared a parallel perspective regarding the students she serves
at the high school level, “You just don’t know; they could have just experienced trauma walking
down the hall. You just don’t know where they are.” Both participants emphasized the
importance of making immediate changes based on the state of the student(s) entering their
rooms for services, whether it aligns with working towards their goals or not. At the end of the
day, students require safety, trust, and connection to learn, so if trauma is coming up, no learning
will take place no matter how proficient the professional is (McLeod, 2007).
Lucky connected the idea of flexibility with safety, trust, and connection with respect to
behavior. When discussing the idea of behavior as a function of communication, Lucky
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explained, “[We must] take a moment to [think], ‘Is there a pattern to that communication?’
Like, why is Johnny having a fit every day when you take his pencil away before music class?
He’s communicating that he needs some sort of security, so let him take the pencil.” Traumainformed practices challenge professionals to step outside their traditional thinking of expected
versus unexpected behaviors and look at the situation more in-depth. If Johnny, from Lucky’s
example, feels safe and can participate in music class when he has his pencil, then why cause
dysregulation and undermine his safety by taking the pencil away? As discussed previously,
safety, trust, and connection are required for optimal success in the educational environment;
therefore, “We need to address the trauma before or at the same time we’re trying to address the
other pieces of his education,” Lucky suggested.
Though trauma-informed practices involved in speech-language intervention were
predominantly discussed in conversations with participants, Lucky and Libby expressed the
importance of trauma-informed practices in evaluation and selecting appropriate materials for
students. Reflecting on her sessions with students, Libby shared, “I’d been asking questions
about their home, making conversation… and then realizing very quickly that some kids don’t
have a home and some families are very tricky. You really must think about what you’re saying
and what you’re asking with your speech materials.” Both participants highlighted the limitations
of standardized assessments in evaluating the students they work with. “[Some] kids don’t know
some of these vocabulary words, and it’s not because they have a language disorder; it’s just
because of what they’re exposed to,” Libby explained. Lucky detailed a similar experience with
her students who have parents that work in the community (e.g., farmers, mechanics) who
demonstrate exemplary vocabulary in those specific areas but not in areas they haven’t been
exposed to. Lucky shared that she often adapts assessments to appropriately assess such students’
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skills and will write in her reports, “Please take into consideration when reading this, X
assessment was adjusted to… so when reading scores, please consider XYZ.” If neither SLPs
were flexible in their practices, they may have incorrectly identified students who have a
language difference with a language disorder.
To appropriately and adequately serve the whole student, participants had to be flexible
in their work. Participants were flexible during sessions, abandoning the plan for the day when
trauma came up or students lacked one or more of the foundational triad needs required for
learning. Likewise, multiple participants also adapted assessments and/or their interpretation of
assessment results to appropriately identify students who required intervention; for, insufficient
exposure is not synonymous with a disability.
Policy as the Ultimate
Barrier
When asked what currently precludes the use of trauma-informed practices, participants
discussed lack of consistency amongst school staff, zero-tolerance policies, consequence- and
compliance-based rules, and absence of a trauma eligibility category to receive support under an
IEP. A consistent theme across each of these barriers is policy, or lack thereof.
In the state of Colorado, individual school districts and school boards are responsible for
“making decisions on issues such as curriculum, personnel, budget, school calendars, and
classroom policy” (Colorado Association of School Boards, 2022). This control over instruction
by individual districts is also known as local control, meaning that despite what the state
encourages in terms of instruction, individual districts make their own decisions about specific
policies and procedures. While local control was not specifically discussed with participants, it
was reflected in the variation in trauma-informed policies in each of the participants’ districts, as
well as inconsistent use of practices by school administration and staff. Even in a district that
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emphasizes the use of trauma-informed practices, such as Veronica’s, there remains variation in
individual schools due to lack of formal policy implementation. “At one school, restorative
justice is a function brought in by administration and [at] another school they have a behavior
rubric or something along those lines,” Veronica explained. In contrast to Veronica’s
administration, Liz’s school administration is supportive but lacks the implementation piece that
is the most important part of the practices. “There was an instance where we were coming at it
from [a trauma-informed] lens and then our admin came in and the behavior started up again and
we were all like ‘Well, of course’,” she shared. In the absence of formal policy, there is no
assurance that staff will use trauma-informed practices.
Separate from practice use, with regards to policy, comes difficulty in qualifying students
who have experienced trauma for special education services under the Individuals with
Disabilities Education Act (IDEA). IDEA outlines 13 disability categories students can qualify
for an IEP under, if their education is adversely affected by that disability. These 13 categories
include specific learning disability, other health impairment (e.g., ADHD), autism spectrum
disorder, emotional disturbance, speech or language impairment, visual impairment including
blindness, deafness, hearing impairment, deaf-blindness, orthopedic impairment (e.g., cerebral
palsy), intellectual disability, traumatic brain injury, and multiple disabilities (IDEA, Sec 300.8;
2004). Trauma and/or its causes are not specifically defined as one of the 13 categories;
therefore, participants expressed how hard it is to determine eligibility for students whose main
difficulties arise from trauma.
Libby revealed the difficulties she and the special education team had in determining
whether to evaluate a student who came from a traumatic background and was falling behind
academically. “Do we assess them [for] academics, speech, and OT, or do we blame these
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troubles on the trauma? And there’s not a specific line because these kids are struggling so much
academically, but trauma is not a disability,” Libby explained. She continued, “In my opinion, I
feel the kiddos who have been through a lot of trauma shouldn’t be penalized and not receive
those services, [but] if we did that for every single kiddo at my school, we’d have caseloads of
100. It’s very tricky.” For Lucky, a particular question came to mind when determining whether
to evaluate a child who has experiences trauma for special education services. “It comes to that
question, if this child had not experienced that trauma, would their skills be different?” she
shared. Libby reflected on service provision for students who experience trauma, stating, “There
needs to be some sort of category where kids can qualify for those services because otherwise, it
just keeps going. It’s like a train, and it keeps affecting them all throughout their life.”
The policy barrier tied closely to that of the first theme, internal motivation to utilize
practices. Without formal policies to utilize trauma-informed practices, professionals lean on
their own belief systems to guide their behavior. Similarly, those internal belief systems drive
their desire for policies that support the betterment of students, such as requirements to use
trauma-informed practices and federal-level changes to service eligibility.
Collaboration and
Communication
Collaboration and communication are essential to working at the top of one’s license as
an SLP; they are also essential in creating the consistency required for effective trauma-informed
practices. When professionals think about collaboration, they often think about how they work
with their colleagues; however, trauma-informed practices depend upon collaboration with
students and their families, as well. “Collaboration and communication, I feel like, is the biggest
thing [for supporting] the trauma and the behaviors at schools like this,” Libby expressed.
Throughout the interviews, participants detailed examples of collaboration and communication
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with families and school staff to create an environment that elicits safety, trust, and connection
for all students.
Multiple participants shared their role in introducing families to the family/community
liaison in the district to connect them with resources they need (e.g., food, winter clothing,
housing support). For some families whose children needed extra support or medical
consultation, Liz’s team was successful in providing those resources. In discussing a particular
student who was having significant sleep difficulties, Liz shared, “We [tried] to get them hooked
up with possibly some respite care and some medical providers that [could] help… Those
families are just so overwhelmed that just doing the research to find those providers can be
tough.” At Libby’s school, the family liaison takes the opportunity to emotionally connect with
families about what is occurring at home. “[She] talks a lot to the parents about that trauma.
She’s like, ‘I just want to know what’s going on at home, so we can help them here at school,’”
she noted. For Veronica, communication is constant, even with the toughest, most unresponsive
families. “I feel like with my hardest or toughest families where a lot has happened, we just don’t
go away. We keep building bridges; we keep reaching out,” she began. In the cases of
continuous communicative breakdowns with families, Veronica’s team made the decision to
involve the family liaison to conduct a home visit. Her team emphasized that the visit was to be
one of caring nature, not adversarial, so they provided the liaison with a script to ensure their
language was perceived in the intended manner. Veronica continued, “So [they] know, we just
don’t go away. We keep building bridges and let them know we’re coming from a place of love
and care, and that we’re in this together for the kids.”
Participants reported a number of different experiences collaborating with colleagues,
typically dependent upon the other professionals’ knowledge of and belief in trauma-informed
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practices. Karla and her team do a lot of front-loading at the beginning of the year with teachers.
“We meet with all of our teachers at the beginning of the school year and tell them what works
[and] what doesn’t work… so we’re all on the same page that first day when the kids walk in the
door,” she explained. Usually included in those meetings are strategies teachers can use to be
proactive, rather than reactive, regarding student behaviors. Karla shared the example of gym
class and noise as a trigger for some students. To offset the chance of dysregulation, her team
provided the teacher with noise-cancelling headphones for students to use whenever they needed
them. Veronica discussed a similar situation with front-loading expectations for her students with
affective needs. “We spend a lot of time with that teacher about, ‘This is what you can expect
from the student, and this is what the student needs to expect from you. That must be established
and agreed upon, or it just won’t work.”
While each of the participants are vested in trauma-informed practices and advocate for
their use in supporting students, their co-workers do not necessarily share the same beliefs. For
Lucky, collaboration with colleagues can pose an extra layer of difficulty to implementing
trauma-informed practices. “I think it becomes more so a barrier when you’re trying to
collaborate with other professionals that maybe don’t have as much education on that trauma
piece,” she shared. In her particular case, Lucky expressed that the most difficulty comes with
teachers who are focused on academics, whether homework is turned in, and performance on
standardized assessments. In such cases, she suggested addressing the trauma prior to, or
simultaneously with academics. Despite the emphasis of trauma-informed practices at the district
level where Veronica works, there remain some compliance-driven teachers within the district.
However, the call for the practices alleviates the extent to which Veronica must advocate for
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their use, “Everybody knows they should be thinking about [trauma-informed practices], so even
when I have to advocate, it doesn’t take the team long to go, ‘Oh, yeah. Okay.’”
Summary
Data presented in this chapter were gathered through semi-structured participant
interviews and demographic surveys to gain a deeper understanding of the feelings, attitudes, and
reported behaviors of SLPs regarding trauma-informed practices. Participants and their
respective backgrounds were detailed to provide context for their responses to various interview
questions and experience with trauma-informed practices. Audio recordings of participant
interviews were transcribed using an online transcription service, subsequently coded, and
reduced to five overarching themes. These themes included: (a) internal motivation to utilize
trauma-informed practices; (b) foundational triad of safety, trust, and connection; (c) flexibility;
(d) policy as the ultimate barrier; and (e) collaboration and communication.
As with any practice a professional chooses to implement, there are internal and external
forces that influence the decision one way or another. While each of the participants spoke of the
general support for trauma-informed practices in their schools, the external influence to utilize
these practices greatly varied. Instead, it was the internal motivation and gut instinct of each
participant that compelled them to implement these practices with their students. When
analyzing the data, with respect to the research question regarding the role of SLPs in traumainformed practices, it was evident that an SLP’s role is driven by their internal motivation to use
the practices compared to a designation by administration. The lack of formal roles related to the
practices was tied closely with the fourth theme, policy as the ultimate barrier. With no explicit
guidelines to follow, it was up to individual professionals to utilize trauma-informed practices.
This lack of policy was reported in participant interviews as inconsistencies amongst staff
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practices, consequence- and compliance-based rules, and the absence of an eligibility category
for students with support needs, because of trauma, to receive special educations services.
Participants made it clear that even with district encouragement to use the practices, a lack of
policy and follow-up on implementation are a significant barrier to success.
The remaining three themes, foundational triad, flexibility, and collaboration and
communication, interact well together. Establishment of safety, trust, and connection were
consistently emphasized by participants as the most crucial aspect of their work. As described by
participants, the foundational triad is required before a student is ready to learn and participate in
academic or intervention tasks. The need for these foundational skills for learning and
performance in the academic setting also required a great deal of flexibility on the part of the
participants. As many of them explained, students cannot learn during intervention or perform
their best during an evaluation if the foundational triad is disrupted. Multiple participants
expressed their role in advocating for recognition of the foundational triad and flexibility when
collaborating with their colleagues and families. This was especially important when parents and
colleagues questioned the time students required to meet their goals and make noticeable
progress. Students are more than capable of fulfilling their potential; however, deficiencies in the
foundational triad can cause disruptions that prevent students from ascending to actualization
(Bowen, 2021).
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CHAPTER V
DISCUSSION
Introduction
This study explored the feelings, attitudes, and reported behaviors of SLPs regarding
trauma-informed practices in the educational setting. This line of research was necessary, as the
literature surrounding the trauma-informed practices of SLPs is minimal, and speech/language
intervention is not possible if children are dysregulated or if they do not have a trusting
relationship with their SLP. This work informs the practices of current and future SLPs, as well
as the sparse literature base. A total of five licensed SLPs completed demographic surveys and
participated in semi-structured interviews to aid in further understanding and answering the
research questions. Participants reported vast differences in practice encouragement and use
within their districts and individual schools, ultimately resulting in the role of SLPs in traumainformed practices to be self-determined. Each participant emphasized the importance of
ensuring safety, trust, and connection with students before engaging in any type of learning and
the ability to be flexible during sessions when trauma does come up. Without explicitly denoting
policy as the ultimate barrier against the use of trauma-informed practices, it was evident
amongst participant responses about variability in use and the difficulty to qualify students for
additional special services supports. While collaboration is often only thought of as
conversations that occur between colleagues, participants discussed collaboration that occurs
with staff, students, and families, as encouraged by SAMHSA (2014).
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Discussion of Results
Internal Motivation to
Use Practices
In accordance with the Every Student Succeeds Act’s (2015), CDE released a document
outlining how trauma-informed practices should be used in Colorado school districts (CDE,
2018). While the use of trauma-informed practices encouraged by the state, local control allows
individual districts to make the final decision (Colorado Association of School Boards, 2022).
This lack of formal requirement was evident in interviews, as participants discussed the varying
expectations of their districts and individual schools. Multiple participants shared that their
administrators’ systems of behavior management that did not align with trauma-informed
principles, which created an inconsistent environment. As noted by Lynch et al. (2020),
consistency across school staff and the environment is needed to create positive behavioral
outcomes, while inconsistent staff responses result in diminished practice effectiveness. Even for
those participants whose districts endorsed trauma-informed practices, variations were still
present amongst individual schools in the district. Despite discrepancies in support for the use of
trauma-informed practices, participants emphasized the power of a single individual believing in
and demonstrating use of the practices, described as the “power of one”. Some participants
identified as the “one” within their school or district, while others shared stories of those they
had witnessed using the practices. These experiences were aligned with what the participants
instinctually felt was the right way to interact with students, resulting in their use.
The ultimate force driving participants’ choice to use trauma-informed practices was
internal motivation and belief in the practices. Without explicitly naming what persuaded them to
use the practices, participants discussed the internal drive (e.g., personal characteristics, belief
systems) to conduct themselves in a trauma-informed manner. It could also be inferred, through
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the mention of viewing behavior as communication, that their expertise as communication
professionals provided the participants with a unique lens in which to view dysregulation. The
study’s participants came from districts with varying levels of advocacy for practice use, yet they
all use trauma-informed practices in their work with students. Therefore, advisement to use and
exposure to efficacious trauma-informed practices had minimal effect on their choice to use
these practices. While those external factors may have exposed participants and shown them the
benefits, it was ultimately up to them to implement the practices.
Foundational Triad
The six key principles of a trauma-informed approach include: (1) safety; (2)
trustworthiness and transparency; (3) peer support; (4) collaboration and mutuality; (5)
empowerment and choice; and (6) cultural, historical, and gender issues (SAMHSA, 2014).
These key principles were reflected in participant-reported practices, as they described the
importance of establishing safety for, and trust and connection with, students before they expect
them to participate in academic activities or learn new content. These foundational skills many
participants described are found in the first three layers of the Maslow’s Hierarchy of Needs
(1943) and the Core Needs within Bowen’s Matrix of Needs (2021).
Each participant shared at least one strategy they and/or their school utilize to support
students in building and solidifying these layers. The strategies used by participants’ schools
aligned with Milwaukee Public School’s (2015) trauma-sensitive logic model, which emphasized
(1) training staff on the impact and prevalence of trauma, (2) adopting a schoolwide perspective
shift, (3) creating healthy relationships among staff, students, and caregivers, (4) maximizing
caregiver capacity, and (5) facilitating student resiliency and empowerment. Similarly, Tuchinda
(2020) discussed the importance of accommodations that promote safety, including assigning
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adult mentors, providing a predictable environment, and allowing children to take breaks to selfregulate. Participants’ reported strategies came in the form of daily check-ins with the same
trusted staff member, establishment of clear expectations for teachers and students, traumainformed IEP accommodations, providing resources for families, and constant reminders of care
and belonging, regardless student behavior.
The most prevalent strategy used amongst participants was establishing expectations.
Both student and staff expectations were established at participants’ schools, which reinforced
multiple of the key principles of a trauma-informed approach (SAMHSA, 2014). With reference
to Milwaukee Public School’s (2015) trauma-sensitive logic model, the clear communication of
expectations allowed students and staff to have healthy relationships, which then reinforced the
foundations of safety, trust, and connection in Bowen’s Core Needs (2021). In line with both
SAMHSA and Milwaukee Public Schools’ ideas of student empowerment, expectations
contributed positively to students’ perceptions of themselves, thus creating positive self-esteem
and promoting students to self-actualization, as outlined by Maslow (1943). As a result of this
practice, students’ foundational needs could be met, and they were then ready to learn and meet
their goals.
Flexibility
The need for safety, trust, and connection to learn and meet academic standards are
closely related to flexibility on the part of the professional. When children lack any of the
foundational triad and are put in uncomfortable or unfamiliar situations, they become focused on
survival versus learning, which creates dysregulation (Bowen, 2021). As children become
dysregulated, their neurological functioning shifts from the language-driven cortex to the
emotion-driven subcortex and survival-driven brainstem (The ChildTrauma Academy, 2011). In
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times of student dysregulation, professionals must lean into an understanding of trauma and the
need for the foundational triad, regardless of the task at hand.
Participants stressed the need to deviate from lesson plans when trauma comes up for a
student or they become dysregulated. Multiple participants provided specific examples in which
they had to alter their speech/language activities when trauma or traumatic experiences were
brought up. Trauma revealed itself in multiple forms, such as a one-off comment or the student’s
body language when they walked into the room. Regardless the plan for the day, learning is not
possible if students are focused on trauma and restoring their sense of safety (Bowen, 2021).
When students regress into the limbic system and/or brainstem, students cannot process any
language spoken to them, as language processing occurs in the cortex; thus, there is no sense is
even attempting any type of learning (The ChildTrauma Academy, 2011). Similarly, participants
suggested thinking of behavior as a function of communication and looking for a pattern in the
antecedents to the behavior. Conducting further investigation into the cause of a consistent
behavior could prove useful in remediating the situation, rather than punishing the behavior and
pushing forward with learning when a student continues to be in a dysregulated state.
Participants did not solely focus on flexibility within intervention; rather, they also
discussed the flexibility needed when evaluating students who have experienced trauma. It is
important to recall that language is shaped by early childhood experiences and interactions with
caregivers, and children who have experienced trauma may lack the language input and
experience required for performance on standardized assessments (Sylvestre, 2021). Many
school districts require standardized language assessments as part of special education
evaluation; however, children who are culturally and linguistically diverse (CLD) or have
minimal exposure to language and their environment are not represented in the normative sample
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of these assessments (Collier, 1998). The result can be an overidentification of students as
language impaired when they may in fact have a language difference because of what they’ve
been exposed to.
Policy as the Ultimate
Barrier
As discussed with the first theme, individual school districts in Colorado can decide what
policies they choose to implement, regardless CDE encouragement (Colorado Association of
School Boards, 2022). Throughout interviews, it was evident that formal policies around traumainformed practices were nonexistent within the participants’ districts, which resulted in a great
variation of practice use. Even in the districts that encouraged practice use, formal mandates
were still missing, which led to variations in trauma-sensitive behavior management across staff
members within the same school. For a few participants, their school administration did not
follow trauma-informed principles, thus creating inconsistencies and resulting in student redysregulation and possible re-traumatization, which contrasts with SAMHSA’s (2014) Four
“R’s”. As discussed in the first theme, inconsistencies prohibit safety, trust, and connection
students, further limiting the chance for adequate learning and student success.
On a broader scale, multiple participants addressed the difficulty in qualifying students
who have experienced trauma, and demonstrate trauma-related educational difficulties, for
special education services. IDEA identifies 13 categories in which students are eligible to receive
services, including specific learning disability, other health impairment (e.g., ADHD), autism
spectrum disorder, emotional disturbance, speech or language impairment, visual impairment
including blindness, deafness, hearing impairment, deaf-blindness, orthopedic impairment (e.g.,
cerebral palsy), intellectual disability, traumatic brain injury, and multiple disabilities (IDEA,
Sec 300.8; 2004). As participants recounted, many children who experience trauma do not fall
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within these disability categories; therefore, difficult discussions must be had, and difficult
decisions must be made regarding evaluation and service delivery. Participants were not asking
their special education teams to qualify all students who had experienced trauma; rather, they
suggested their colleagues reflect on whether the student would present with the same academic
difficulties had they not experienced trauma. This was reflected in the court cases Stephen C. v.
Bureau of Indian Education and Peter P. v. Compton Unified School District, in which the courts
held that trauma causes disability in line with Section 504’s definition of disability (Tuchinda,
2020).
One participant explained the lifelong impact these academic, social, emotional, and
behavior outcomes can have if not properly accommodated during the primary school years. This
directly relates to the first “R” of trauma-informed practices, realization, in which all individuals
within a system have a basic understanding of how trauma affects individuals (SAMHSA, 2014).
The third “R”, response, proposes the application of trauma-informed practices through changes
in language, behavior, and policies (SAMHSA, 2014). The participants’ schools are using or
beginning to use trauma-informed language and behaviors; however, policy is the piece missing
from the puzzle, which prevents schools from being entirely trauma-informed. From the cases
that have been brought before U.S. courts, it is evident that including trauma-responsive
screenings and assessments as part of an initial or re-evaluation allows educators to “become
informed about a potential source of a child’s disabilities and recognize the impact of trauma
upon a child’s social, cognitive, academic, emotional, and behavioral functioning” (Tuchinda,
2020, p. 819).
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Collaboration and
Communication
One of the six key principles of trauma-informed practices is collaboration and mutuality,
which emphasizes partnering with, and leveling power differentials, between staff, students, and
families. Within this principle, every person has a role to play in trauma-informed practices,
meaning, “one does not have to be a therapist to be therapeutic” (SAMHSA, 2014). When
professionals think of collaboration, they may think of discussions had with colleagues; however,
trauma-informed practices require collaboration between staff members, students and staff, and
staff and families. Without collaboration and communication, consistency is not possible, thus,
limiting the opportunity for safety, trust, and connection.
When asked about collaboration, participants primarily discussed family-school
partnerships and working with colleagues. Multiple participants shared the involvement of a
family liaison in connecting students and their families with outside resources (e.g., food,
medical providers, research), as well as acting as a go-between when families are unresponsive
to the school staff. One participant highlighted the need for constant communication with
families, even those who are hard to reach and/or unresponsive. She explained the caring,
reinforcing language she uses with those families, which is similar to the language participants
discussed using with students to establish safety, trust, and connection.
Collaboration with colleagues, on the other hand, varied more than that of family
communication. For some participants, a great deal of front-loading is done at the beginning of
the school year to prepare teachers for how to navigate behavior and which techniques are and
are not effective in regulating students. This time of communication is also one in which
participants outline the expectations they set for not only their students, but what those same
students should be expecting from their teachers. Without the initial establishment of these
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expectations and ways to manage dysregulation, staff may end up in a reactive position
throughout the school year rather than a proactive one. Through collaboration and
communication, “teams can leverage the expertise of multiple disciplines to address a child’s
needs in a holistic, individualized, and coordinated manner” (Tuchinda, 2020, p. 824).
With limitations in policy come an extra layer of difficulty for those participants who
collaborate with colleagues that do not understand the impact of trauma and/or the need for
trauma-informed practices. Even in those districts that did support and encourage the practices,
participants found themselves still having to advocate for trauma-informed versus compliancebased interactions with students.
Limitations
This study is not without limitations. Firstly, the participant pool consisted of five SLPs,
resulting in a small sample size. Of the five female SLPs, four of them identified as White and
one identified as Hispanic/Latinx, leading to a sample size that lacked racial and ethnic diversity.
Due to convenience sampling of the researcher’s personal networks and the limited timeline for
the study, the participants all lived and practiced in the state of Colorado, limiting geographic
diversity. Though the feelings, attitudes, and reported behaviors were the participants’ own, they
may not represent those of SLPs of other racial or ethnic backgrounds, as well as those from
other areas in the United States and internationally.
While interviews are a reputable method of data collection for qualitative studies,
participants’ practices were only reported and not observed; therefore, their words must be taken
at face value. Observation may have provided further ecological validity for results; however,
time and precautions against COVID-19 prohibited this additional step in data collection.
Similarly, the duration of interviews can also be viewed as a limiting factor. Multiple participants
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allocated time for the interview during their workday; therefore, they were limited by their
caseload and schedule for the week, which many SLPs can attest provide very little flexibility.
Participants may have reduced their answers to interview questions into their allotted time
frames, thus, restricting the amount of data useable for analysis.
In qualitative studies, reliability is difficult to determine, as human subjects cannot be
objectively defined as reliable or unreliable. Humans can grow and shape their opinions with
passing minutes, hours, days, and years based on their experiences and interactions; therefore,
how they respond today could be different tomorrow or one year from now. While an audit trail
was utilized to increase the study’s reliability, the variable dependability of human subjects must
be noted.
Implications
The findings from this study provide a starting point for current and future SLPs
regarding their role in trauma-informed practices. Furthermore, the participants’ perspectives and
the current literature base can guide future work in this area, which includes formal education for
SLPs about trauma and its effects, system-wide change in policies and mandates, and an
investigation into how trauma fits within SLPs’ scope of practice.
Speech-Language
Pathologists
As evidenced through the literature base and participant interviews, children who have
experienced trauma are susceptible to adverse cognitive, linguistic, social, emotional, and
behavioral outcomes and are likely to receive speech-language services (Brennen et al., 2019;
Henry et al., 2007; Jonson-Reid et al., 2004). SLPs must be strapped with knowledge of what
trauma is, its effects, and how it may demonstrate in the academic environment. Furthermore,
they must understand how to navigate the effects of trauma and how to support students in
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developing the foundational triad and successfully meeting their goals. The argument here is not
that SLPs must now take on the role of a mental health professional and counsel students through
their trauma; rather, they must be prepared to create a safe environment that elicits trust and
connection for successful learning. While there are resources and research available to support
SLPs on their learning journey, they should not be solely responsible for educating themselves.
As Rupert and Bartlett (2021) discussed, “SLPs would benefit from guidance provided by
academic institutions, professional associations, and regulatory bodies to understand what
fundamental learning is required and how to navigate available resources” (p. 298). Because
individual school districts and higher education institutions will vary in their knowledge and
expertise in trauma-informed practices, the logical explanation is to turn to ASHA.
American Speech-LanguageHearing Association
According to ASHA (2016), domains of speech-language pathology service delivery
include prevention and wellness, screening, assessment, and treatment, amongst many others.
While children who have experienced trauma are not explicitly described as a population SLPs
serve, their characteristics are described. Within prevention and wellness, “involvement is
directed toward individuals who are vulnerable or at risk for limited participation in
communication, hearing, feeding and swallowing, and related abilities” (ASHA, 2016, p. 11). As
demonstrated by the literature’s detailing of the adverse cognitive, linguistic, social, emotional,
and behavioral outcomes trauma causes, children who have experienced trauma can be identified
as individuals who are at risk for communication impairments.
Within the screening domain, ASHA (2016) describes SLPs as experts in screening for
possible communication, hearing, and/or feeding and swallowing disorders, which includes
“participat[ing] in public school MTSS/RTI team meetings to review data and recommend
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interventions to satisfy federal and state requirements” (e.g., IDEIA and Section 504) (p. 13). As
discussed with the cases of Stephen C. and Peter P., courts have upheld the identification of
trauma as a disability under Section 504 (Tuchinda, 2020). Combining the cases with the current
experiences of this study’s participants in evaluating children who have experienced trauma, it
can be reasonably expected that evaluating and possibly servicing children who have
experienced trauma are within SLPs’ scope of practice.
As with the other disabilities and disorders that are within SLPs’ scope of practice, it is
ASHA’s duty as a regulatory body to provide resources and education for SLPs surrounding
trauma and its effects, as well as promoting research furthering the evidence base for best
practices. ASHA has recently published a few articles surrounding trauma, its effects, and
trauma-informed practices, including “A Pandemic’s Pain: The Need for Trauma-Informed
Services for Children” (Hyter, 2021a) and “The Childhood Trauma and Attachment Gap in
Speech-Language Pathology: Practitioner’s Knowledge, Practice, and Needs” (Rupert & Bartlett,
2021); however, these merely scratch the surface compared to other areas within an SLP’s scope.
As a body that promotes the use of evidence-based practices, ASHA must also keep up with
current research into the populations their certified professionals are serving, including those
who have experienced trauma. This can be done through a myriad of avenues, including
professional development opportunities, creation of a special interest group (SIG), and
supporting research regarding trauma-informed practices.
School Districts and
Administration
Based on the limited geographic survey of school districts in this study, it is difficult to
generalize about nationwide school districts and administration’s policies regarding traumainformed practices. However, based on SAMHSA’s (2014) recommendations for a trauma-
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informed approach and the prevalence of trauma amongst youth in the United States, a statement
can be made regarding the need for trauma-informed practices in our nation’s schools. Trauma is
arguably the nation’s utmost health crisis, outside of COVID-19, and school districts have the
ability to support and protect against the effects of trauma through trauma-informed approaches.
Tuchinda (2020) explained that the earlier schools can identify children impacted by trauma, the
better they can mitigate against the lifelong harm on health and learning. Furthermore, the use of
trauma-informed practices with all children can ultimately reduce the need to address trauma’s
effects through special education (Tuchinda, 2020). While the main population discussed in this
study is children who have experienced trauma, the Matrix of Needs highlights the importance of
safety, trust, and relationship for all humans, regardless environment and experiences (Bowen,
2021). With the proportion of time children spend in the school environment, school districts and
staff can provide safety, trust, and belonging for all students, which elicits academic and lifelong
success.
Similarly, the research and participants’ responses demonstrate the need for a change in
behavior management protocols for all students. As Berardi and Morton (2019) discussed,
learning is influenced through the promise of connection. For children who have insecure
connections and foundations for regulation, the need for the foundational triad expresses itself
through externalizing and internalizing behaviors. The common solution in many schools is to
utilize behaviorist rewards and punishments; however, these are ineffective for many children
who experience trauma (Tuchinda, 2020). The more appropriate and long-term impactful
response to dysregulation is to investigate the why and view the behaviors through a lens of
survival, rather than intentional defiance. These changes are not easy to make; rather, they
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require system-wide education and support for the practices. However, as noted by the
participants, it only takes one to elicit a change.
State and Federal
Policymakers
With trauma plaguing nearly two-thirds of the nation’s youth by the time they turn 16, as
well as the adverse and numerous effects trauma can result in, it is reasonable to expect
policymakers to support the use of trauma-informed practices. the Every Student Succeeds Act
of 2015 was a reasonable start; however, the act contains numerous other aspects, such that
trauma-informed practices are buried. As with school districts, state and federal policies require
system-wide change, which often takes an extensive amount of time and effort; however, the
research has shown public schools are the most suitable environment for supporting the
trajectory of students who have experienced trauma. The cases of Stephen C. and Peter P. have
set a precedent for supporting children, whose traumatic experiences have resulted in adverse
educational effects, under Section 504 of the Rehabilitation Act (Tuchinda, 2020). It is
reasonable to conclude that similar cases may come before courts in the future, and policymakers
must be prepared to face them. Trauma-informed practices are evidence-based and sciencebacked, which Congress purports is its aim for educational services and accommodations for
children with disabilities (Tuchinda, 2020). With vast research supporting the effects of trauma
and the need for supports in the academic environment, it is reasonable to expect educational
policies to follow suit.
Future Research
The results of this study revealed the feelings, attitudes, and reported behaviors of
Colorado public school SLPs regarding their role in and use of trauma-informed practices. To
provide further information about what motivates SLPs to utilize trauma-informed practices and
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the actual practices they use, future research should sample a larger, more representative
population of SLPs and employ observation as a data collection method in conjunction with
interviews. As four of the five SLPs worked in suburban school districts, and all five practice
within in Colorado, generalizability is greatly limited, especially to those states who are not as
advanced as Colorado in recognizing and encouraging trauma-informed practices. Additionally,
the triangulation of the participants’ reported behaviors can be further addressed in future studies
by conducting observations alongside interviews. The enhanced validity of such behaviors can
further support the conclusions drawn in studies revolving around practice implementation.
Furthermore, the literature base could greatly benefit from studies examining the
effectiveness of trauma-informed practices implemented by all professionals, not just SLPs.
While many provide anecdotal evidence in the literature, as the participants did in this study,
little research has been conducted to determine concrete outcomes resulting from these practices.
As trauma-informed practices are gaining traction at local, state, and federal levels, it is ever
more important that the evidence support its use in the public school setting with students. While
this study could serve as a jumping off point for SLPs exploring trauma-informed practices and
their implementation, there is little evidence to concretely support their elicited student success.
Conclusion
There is a need for trauma-informed practices in the educational setting, and SLPs are
vital players in using them and encouraging their use. Children who have experienced trauma are
at risk for adverse cognitive, linguistic, social, emotional, and behavioral effects, which can
result in learning difficulties and increased need for support services. Participants in this study
discussed their feelings, attitudes, and reported behaviors surrounding trauma-informed practices
to aid in the understanding of their role within the practices. Through semi-structured interviews,

83
it was revealed that participants’ internal motivation and beliefs determine their role within the
practices. With varying support and lack of policy mandating the practices, it is up to individual
professionals as to whether they use trauma-informed approaches with their students. Similarly,
it was evident that policy, and lack thereof, posed the ultimate barrier to the use and success of
trauma-informed practices for participants. Participants discussed lack of consistency amongst
school staff, zero-tolerance policies, consequence- and compliance-based rules, and absence of a
trauma eligibility category to receive support under an IEP as barriers to successfully
implementing school-wide practices.
For the participants, trauma-informed approaches primarily took the form of creating
safe, trustworthy, and relationship-driven environments for all students. Strategies to foster this
environment included operating from a place of safety first, communicating expectations, writing
antecedent strategies into IEP accommodations, and advocating for patience in students making
progress towards their goals. With supporting the foundational needs of students, the participants
had to be flexible in their evaluation and intervention, as well as foster collaboration with
families and school staff. Flexibility on the part of SLPs included abandoning planned activities
to address trauma coming up for the student, adapting assessments to appropriately evaluate
students, selecting materials with individual students in mind, and examining behavior patterns
for the “why”. Participants detailed struggles they encountered with collaboration, including
unresponsive families and colleagues that didn’t understand the effects of trauma on academics;
however, each of the participants were able to act as advocates for the practices and their
effectiveness.
Communication is a foundational need for human life, and SLPs are the experts in
communication and communicative disorders. Without an adequate foundation of
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communication, students cannot be successful in school or life. Children who have experienced
trauma are at an increased risk for language delays and disorders; therefore, SLPs must be
appropriately educated in trauma and its effects, as well as how to appropriately support the
students they serve using trauma-informed practices. SLPs are vital in serving youth who have
experienced trauma, and there is much work to be done to ensure they are prepared to serve these
students in an effective, evidence-based manner.
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Demographic Questions (via Qualtrics)
1.
2.
3.
4.

Please suggest a pseudonym that will be used to protect your identity.
What is your current age?
What is your gender?
Which of the following groups describes your race?
a. American Indian or Alaska Native
b. Asian
c. Black or African American
d. Native Hawaiian or Other Pacific Islander
e. Hispanic/Latino
f. White
g. Other
5. How long have you been a practicing, licensed speech-language pathologist?
6. How long have you been working in the public-school setting?
7. How long have you been incorporating trauma-informed practices into your work as an
SLP?
Interview Questions
1. What is your school-designated role as a speech-language pathologist (SLP) regarding
trauma-informed practices?
2. What is the culture like at your school related to trauma-informed practices?
a. What does school leadership look like related to trauma-informed practices? How
has school leadership supported or prevented a trauma-informed culture at your
school?
3. What and how much training in trauma-informed practices have you received?
4. Do trauma-informed principles impact the way you approach collaboration with your
colleagues? How so?
5. Describe what is currently in place at your school to foster and/or preclude traumainformed implementation by SLPs.
6. In some schools, children are placed on behavior plans as part of their IEP. In your
trauma-informed school, describe the process of behavior plans and/or interventions.
7. Describe what family partnerships and supports look like in your school related to
trauma-informed practices.
8. Provide an example of a situation in which you utilized trauma-informed practices in
your work as an SLP.
9. Describe your perceived influence of trauma-informed practices on the academic, social,
emotional, and behavioral outcomes of students at your school.

